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Resettlement is a complex transition that involves navigating many people, 
organizations, and systems. Refugees experience occupational deprivation both pre- and 
post-migration. As a refugee in the United States, one must simultaneously learn to 
navigate new life skills, the American culture, legal/health/medical systems, job market, 
and language with the goal of becoming self-sufficient as soon as possible. This 
qualitative study sought to highlight the experiences of occupational therapists working 
within resettlement. This research study explored the barriers and supports for 
occupational therapists who work with refugee populations. A qualitative 
phenomenological design examined systemic structures that influence an occupational 
therapist’s practice when working within refugee resettlement. Three participants were 
recruited, and each participant was interviewed twice. Data were analyzed using thematic 
analysis with axial coding. Participants described multi-systemic barriers and supports 
that impacted their practice as occupational therapists. Participants each provided their 
unique perspectives of working with resettled refugees. A multisystemic lens was used to 
analyze the compounding impact of the different supports and barriers that ultimately 
affected the occupational therapist’s practice. Supports and barriers were analyzed using 
Dr. Urie Bronfenbrenner’s Ecological Systems Model as a guide.  Implications for 
occupational therapy included a push towards inclusive education surrounding areas of 
occupational justice, cultural humility, and personal reflections.  While more research is 
needed on this topic, this research is a reminder that the epitome of occupational therapy 
practice is occupational justice. The inclusive nature of the profession extends beyond 
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Chapter 1: Introduction 
Background 
The global refugee crisis has displaced 16.2 million people in 2017 alone 
(United Nations High Commissioner for Refugees [UNHCR], 2018). Families have been 
forced out of their home countries due to fears of persecution, war, and violence 
(UNHCR, 2018). These fears of persecution derive from a variety of factors including 
race, religion, sexuality, nationality, political opinion, or membership in a particular 
social group (Nies, Lim, Fanning, & Tavanier, 2016). When relocating to the United  
States, an individual must undergo an extensive vetting process, which takes an average 
of 18 to 24 months to complete. During this process, individuals are placed in refugee 
camps but left still living in fear. Within refugee camps, there lacks the systemic structure 
to ensure the quality of life and safety resulting in increased violence, sexual assault, and 
lack of access to food and water (Coletta, 2018). These living conditions impact the well-
being of a refugee both pre- and post-migration thus, negatively affecting their mental 
and physical health and ultimately their transition outcomes (Heptinstall, Sethna, & 
Taylor, 2004). Without proper interventions to cope with the implications of resettlement, 
resettled refugees are at risk to develop maladaptive behavior and become socially 
isolated (Fraenkel & Tallant, 1987; Simó- Algado, Mehta, Kronenberg, Cockburn, & 
Kirsh, 2002).  
Resettlement can also be catalyzed from natural disasters and climate change 
related emergencies (Dubus & Davis, 2018). The Intergovernmental Panel on Climate 
Change (IPCC) “forecasts a rise of 2.5 to 10 degrees Fahrenheit over the next century” 
resulting in changes in geography, sea levels, and carbon dioxide levels (NASA, n.d., 
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para. 3). Carbon Dioxide, a greenhouse gas, traps heat in the atmosphere and 
consequently has already heated the earth’s surface 1.62 degrees Fahrenheit (NASA, 
n.d.). Researchers state that “climate change will exacerbate extreme poverty, food 
insecurity and inequitable access to natural resources including freshwater” 
(Environmental Justice Foundation, 2016, p.4). This consequence will threaten livelihood 
forcing people to migrate to areas with more resources (Environmental Justice 
Foundation, 2016). Climate refugees are projected to increase by “millions or even 
billions” with the environmental crisis that the world is in, causing up to “720 million 
people back into extreme poverty” (Environmental Justice Foundation, 2016, p. 6; 
Phys.org, n.d.).  
There are a multitude of reasons for people to leave their home countries, but 
their decision to leave is only the beginning of their journey. Upon arrival in new host 
countries, refugees continue to face barriers including navigating unfamiliar life skills, 
cultural barriers, legal systems, and unfamiliar health care systems (Mirza et. al, 2014, 
Trimboli & Taylor, 2016). Resettlement is a long and difficult transition facilitated 
through the UNHCR—a Refugee Agency—and the host country’s government (Dubus, 
2018). In the United States, the International Rescue Committee (IRC) plays an integral 
role in resettlement. The government and the UNHCR/IRC work to provide individuals 
with health and behavioral health services, housing, language classes, legal 
representation, and work opportunities with the goal of reaching self-sufficient work 
employment, language acquisition, and social integration (Asgray & Smith, 2013; Dubus, 
2018).  There is not just ‘one’ gold standard of what a successful resettlement looks like 
but, access to health seems to be one standard. Health is defined as the “state of complete 
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physical, mental and social well-being and not merely the absence of disease or 
infirmity” (World Health Organization, n.d., para. 1). Resettled refugees still face 
legitimate barriers in participation when navigating unfamiliar settings even with the 
supports of the mentioned social structures (Mirza et al., 2014; Trimboli & Taylor, 2016). 
In reality, although resettled refugees seem to be well supported, they are still unable to 
achieve ‘health’ as previously defined.   
 Health disparities are widening in the United States and negatively affecting 
vulnerable populations like refugees (Suarez-Balcazar, Mirza, & Garcia-Ramirez, 2017). 
Barriers of low socioeconomic status, trauma-related substance abuse, resource 
inequalities, and lack of public health incentives at the community and system levels have 
led to the continuation of poor health outcomes within these populations (Suareaz-
Balcazar et al., 2017). Therefore, current research identified that those of refugee 
backgrounds are in need of extended efforts in services such as counseling and 
therapeutic interventions (Ayón, 2018). Despite knowing this, systematic and societal 
barriers prevent equal access to health care in the United States. One of which being the 
resettled refugees’ unfamiliarity with the Unites States health care system which impedes 
access to care (Ayón, 2018). There is no easy checklist that refugees follow to find out 
what programs and services they qualify for (Mirza, Kim, Stoffel, Carroll, & Magaña, 
2015). Without proper education and awareness of available services, refugees are unable 
to build constructive outlets in which professionals may help to foster necessary skills, 
such as social and developmental skills (Mirza et al., 2015; Simó-Algado et al., 2002).   
Health care providers (HCP), including occupational therapists, interact first-
hand with resettled refugees. Provider level barriers include lack of clarity in HCP roles, 
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complicated reimbursement systems, language barriers, limited education, and resources 
(Mirza et al., 2014). All these barriers affect accessibility and quality of care this 
population receives (Mirza et al., 2014). Within Occupational Therapy, resettlement is 
defined in the context of successful transition characterized by reaching levels of 
autonomy through “employment and self-sufficiency” (Mirza, 2012, S9). Americans 
value individualism and self-accomplishments and these expectations are not lowered 
even when an individual is new to the United States (Kohls, 1984). Therefore, there is a 
societal and cultural push towards refugees becoming independent as soon as possible. 
According to the latest Annual Flow Review (2016) conducted by the United States, the 
country admitted 84,989 applicants “resettl[ing] 56,000 or 52 percent [of refugees] …as 
well as an additional 14,000 non-UNHCR referrals” (Homeland Security, 2017 p. 2). 
Resettled refugees represent a growing population of health care consumers within the 
American health care system. This population faces transition burdens, stressors, and 
trauma that impact their ability to achieve optimal health (Dubus, 2018, Suarez-Balcazar 
et al., 2017).  
 Dubus (2018) discusses the importance of “providing services [that] manage the 
challenge of forced migration” (p. 426). Occupational therapists help people “achieve 
health, well-being, and participation in life” (American Occupational Therapy 
Association [AOTA], 2020, p. 59). Yet, systemic and structural barriers prevent 
occupational therapists from providing adequate care to resettled refugees (Mirza et al., 
2015). Without the foundation of health and well-being, one is unable to “access 
meaningful occupations” (Simó -Algado et al., 2002, p.206). Occupational therapy 
interventions are currently considered as ‘secondary’ to achieving health. The ‘primary’ 
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health team that supports refugee resettlement is often composed of primary care 
physicians, interpreters, social workers, and other personnel working with the 
resettlement organization. Yet, many of the refugees have difficulty in achieving 
occupational engagement thus, impacting their ability to integrate successfully into 
American society (Mirza, 2012). Occupational therapists may provide helpful 
interventions focused on occupational participation and independence, such as engaging 
resettled refugees in gardening, grocery shopping, and public transportation training, to 
establish a ‘habitual routine’ (Smith, Cornella & Williams, 2014; Trimboli & Taylor, 
2016). As a profession, occupational therapy brings a holistic perspective that addresses 
post-transition trauma by ‘doing’—engaging in meaningful occupations (Heptinstall et. 
al., 2004). Occupational therapists have a commitment to promote “occupational justice 
which benefits all actors in the community” including providing quality care for resettled 
refugees (Kronenberg, Simó-Algado, Pollard, 2005, p.9). Current literature identifies 
refugees’ unique health care needs and reports on systemic and provider level barriers 
without acknowledging any strategies used to promote patient care for refugees. (Mirza et 
al., 2014; Morris, Popper, Rodwell, Brodine, & Brouwer, 2009; Reed & Barbosa, 2017). 
Information on effective strategies to work with refugees or when treating this population 
is integral to HCP’s, including occupational therapists, as they may utilize these research 
conclusions to strengthen and expand practice.  
 Refugee resettlement is not an issue that can be tackled from one systemic angle. 
There must be continuous personal, political, and macro-systemic efforts to unpack the 
trauma and prejudices that refugees may have experienced. Mirza et al. (2014) has 
identified some barriers for refugee populations as: 
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…lack of funding and supports to meet the language and cultural needs of refugee 
patients, uncertainly about refugees’ entitlements to healthcare, uncertainty about 
continuity of care, and difficulties with making appropriate referrals. (p. 734) 
These scholars called for more research to establish a standard of ‘best practice for 
resettlement’ occupational therapy and a renewed discussion of the therapeutic 
relationship for occupational therapists. When understanding how systemic structures 
limits the scope of health care practitioners (e.g., through rules and regulations that have 
to be followed), it is essential to also acknowledge the supports that facilitate and 
streamline refugee work.  
 The life of a resettled refugee is fraught with complexities; trauma, poverty, 
cultural clashes, discrimination, lack of education of supports, access to health care, and 
healthcare literacy. These are just a few of the issues refugees face. This thesis set-out to 
learn more about the occupational therapists who work with this population of people. 
Approach  
This thesis utilized a qualitative research approach and aimed to investigate 
occupational therapists’ perceptions on what they perceive to be their supports and 
barriers when working within refugee resettlement. Through semi-structured interviews, 
occupational therapists had the opportunity to share what has been challenging in refugee 
practice, what has been easier to navigate, and what they hope refugee resettlement looks 
like in the future. Two interviews were conducted with the participants: an initial one-
hour interview and a 30-minute follow up. The interviews were recorded and transcribed 
using Temi (Version 1.2; n.d.)., an online transcription service. Upon examining the 
accuracy of the transcription, the transcriptions were analyzed into recurring themes. 
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Purpose of the Study 
 The purpose of the study was to investigate and add knowledge to existing 
research of refugee health in regard to occupational therapist’s perceptions of working 
with resettled refugees. The aim was to not exploit any persons but to instill a sense of 
inspiration amongst occupational therapists to diversify their knowledge and think 
outside the realm of traditional occupational therapy. This study sought to amplify the 
voices of existing occupational therapists who work with or research refugee resettlement 
as an emerging practice.  
Research Questions 
1. What barriers prevent occupational therapists from working with resettled 
refugees? 
2. What support structures are in place that enable occupational therapists to work 
with refugee populations? 
3. What are the current limitations within occupational therapy to resettlement? 
Definitions  
Cultural Responsiveness: “the capacity of clinicians to provide care that is respectful of, 
and relevant to, the health beliefs, health practices, cultural and linguistic needs of diverse 
patient populations and communities. It describes the capacity to respond to the 
healthcare issues of different communities” (Migrant and Refugee Women’s Health 
Partnership, 2019, p. 7). 
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Health: “State of complete physical, mental and social well-being and not merely the 
absence of disease or infirmity” (World Health Organization, n.d., What is the WHO 
definition of health section, para. 1).  
Health Equity: “the absence of systemic disparities in health between different groups of 
underlying social advantage/ disadvantage” (Braveman & Gruskin, 2003, p.254). 
Health Inequity: When groups of people “who are already socially disadvantaged [are 
systemically] further disadvantaged with respect to their health” (Braveman & Gruskin, 
2003, p.254). 
Health Disparity: Refers to a particular health difference that is closely linked with social 
or economic disadvantage (Suarez- Balcazar, Mirza, Garcia-Ramirez,  2017, p.1).  
Intersectionality: Intersectionality is the acknowledgement of power dynamics between 
people and systems and how it collides, where it interlocks and where it intersects 
(Columbia Law School, 2017). 
Occupational Science: “the study of the form, function, and meaning of human 
occupation (Cole & Tufano, 2008, p. 5).  
Occupational Apartheid: When different individuals/ groups/ communities are afforded 
engagement in occupations and others are deliberately restricted based on personal 
characteristics such as race, disability, gender, age, nationality, religion, social status, 
sexuality, and etc. (Kronenberg & Pollard, 2005).  
Occupational Deprivation: a state of exclusion from necessary and meaningful and 
health promoting occupations due to external restrictions (Whiteford, 2005; Kronenberg, 
Simo-Algado, & Pollard, 2005).  
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Occupational Justice: “Occupational justice is orientated to promoting fairness, equity, 
and empowerment to enable opportunities for participation in occupations for the 
purposes of health and quality of life” (Durocher, Gibson, & Rappolt, 2014, p. 431-432). 
Occupational Performance: “a dynamic interaction between people and their 
environments” (Fransen, 2005, p.170).  
Occupational Therapy: Holistic, evidence-based profession that facilitates engagement in 
meaningful activities in the contexts of themselves, their population, and community to 
improve and maintain health and wellness or to prevent disease (World Federation of 
Occupational Therapy [WFOT], 2012). 
Refugee: Someone who has been forced to flee their country because of persecution, war 
or violence. A refugee has a well-founded fear of persecution for reasons of race, 
religion, nationality, political opinion, or membership in a particular social group 
(UNHCR, 2018).  
Refugee Medical Assistance Program: A short term health insurance available to resettled 
refugees for up to eight months upon arrival (Office of Refugee Resettlement, 2019).  
Reintegration: “the ability of returning refugees to secure the necessary political, 
economic, legal and social conditions to maintain their life, livelihood and dignity” 
 (UNHCR, 2004, p.4). 
Resettlement: “The transfer of refugees from the country in which they have sought 
protection to another State that has agreed to admit them – as refugees – with permanent 
residence status” (International Organization for Migration, 2019, p.184).  
Bronfenbrenner’s Ecological Systems Model Definitions  
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Microsystem: The most immediate environment to the individual. Consists of places that 
people go to consistently (e.g., school, home, community). The microsystem also 
encapsulates the interactions between the physical environment and the person (The 
Psychology Notes HQ, 2019).  
Mesosystem:  Is comprised of the linkages between the different Microsystems (e.g., 
Hosting Refugee organization and Home) (The Psychology Notes HQ, 2019).  
Ecosystem: The interactions between different settings that the person may not directly 
interact with (e.g., neighborhoods that surround their community) (The Psychology Notes 
HQ, 2019).  
Macrosystem: The most distant system that still have significant influences on the lived 
experiences of refugees. This includes aspects such as cultural beliefs and values, 
legislation, and the economy (The Psychology Notes HQ, 2019).  
Chronosystem: Time related influences that impacts change or consistency in one’s 
environment.  
Delimitations 
Delimitations of this study include refugee specific experiences and supports, such as 
the Refugee Medical Assistance. Specific experiences may not be generalized to 
encompass the experiences of all immigrants. The occupational therapists who were 
interviewed are representative of a small fraction of health care practitioners that work 
within the resettlement efforts. All have experienced great support from partnering 
organizations (e.g., universities, major hospitals, etc.) which helped to facilitate their 
practice.   
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Chapter 2: Literature Review  
  In order to further understand perceived barriers and supports of practicing 
occupational therapists when treating resettled refugee populations, the following topics 
will be addressed in this literature review: occupations and occupational science, 
occupational therapy trends, Bronfenbrenner’s Ecological Systems Model, understanding 
the refugee experience, and the role of occupational therapy within resettlement.  
Occupations and Occupational Science  
 Occupations are defined as everyday activities that individuals want to do, need to 
do, or are expected to do as an integral piece of their identity, community, or family 
(WFOT, 2012).  Days consist of a series of engagement in occupations—e.g., brushing 
teeth, maintaining a job, going to school.  Occupations provide individuals the 
opportunity to form meaningful relationships with the activities that they choose to 
engage in and the world that surrounds them (WFOT, 2012). Occupational Science is 
defined as “the study of the form, function, and meaning of human occupation” (Cole & 
Tufano, 2008, p.5). Occupational science theories are the foundation that guides 
occupational therapists in their practice and clinical reasoning. Occupational therapy is 
the practice that has its roots within the academic discipline of occupational science 
(Clark et. al., 1991).  
Occupational Justice 
Occupational therapy practice emerged during the age of enlightenment and by the 
early 20th century the term occupational therapy was coined, and the profession became 
legitimized (Bing, 1981; Peloquin, 1989). Occupational therapy has strong roots within 
advocacy exemplified by Eleanor Clark Slagle’s activism (Lynaugh, 2000). The 
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progressive era (1890’s-1920’s) advocated for women’s reform which ultimately 
influenced the female-dominated roots of occupational therapy that emerged in a “largely 
male medical world” with rich traditions in “women’s … activities” (Lynaugh, 2000, 
p.40). Pioneering occupational therapists “walked a tightrope” between traditional and 
modern women’s roles as well as medicine and the women’s rights movement to have the 
profession recognized as an “autonomous medical specialty” (Lynaugh, 2000, p.40-41). 
From mental hygiene to women’s rights, occupational therapy is not expressed in its true 
form without an occupational justice component.  
Internally, occupational therapy has been and is dominated by white females. Most 
theories, textbooks, and literature are created by white females. As efforts to diversify 
practice and knowledge continues, there is a need to include and amplify the voices of 
practitioners of color and work to decolonize the occupational therapy field. As a non-
white practitioner about to enter the field of occupational therapy, there are certain 
considerations that I have to make due to my intersectional identities. With the 
professions’ considerations to become a more inclusive practice, incorporating 
occupational justice both internally and externally will become increasingly integral to 
the longevity of the profession. 
The Occupational Therapy Practice Framework (OTPF) states that occupational 
therapists have the responsibility to “direct [efforts] toward promoting occupational 
justice and empowering clients to seek and obtain resources to fully participate in daily 
life occupations.” (AOTA, 2020, p. 74). Occupational therapists, along with all allied 
care providers, have a commitment to do good and empower individuals through 
accessing occupations both as a means and an end. These foundational principles deeply 
RESETTLEMENT AS A COMPLEX SYSTEM 
 
13 
ingrained within the profession advocate for the need to put extended efforts into trying 
to comprehend the client’s lived experience—making sure that the therapist is doing well, 
the client is having a say in treatment, and that there are equitable opportunities to all 
parties (AOTA, 2014). Humans are occupational beings and therefore, have the innate 
need to participate in meaningful activities (Wood, Hooper, &Womack, 2005). 
Occupational justice, in conjunction to understanding that everyone has occupational 
needs, begins to comprehend that occupations are invaluable to all persons, “no matter 
how marginalized” (Wood, Hooper, & Womack, 2005, p.380). Therefore, focusing 
efforts on increasing access to “all people…individuals, families, communities, and 
nations” and believing in the “occupational potential” of all persons is an extension of the 
promise occupational therapists make (Wood, Hooper, & Womack, 2005, p.380).  
Occupational Therapy: The Past, Present, and Future 
Occupational Therapy practice is believed to have emerged during the age of 
enlightenment when the moral treatment of patients was stressed in 18th century Europe 
for individuals who were deemed mentally ill and were in asylums (Peloquin, 1989). 
Moral treatment was characterized by compassionate and humanistic care—examining 
the person more holistically with the belief that there were reasons behind people’s 
behaviors and actions (Christiansen & Haertl, 2014). This push and idea towards moral 
treatment was brought to the United States “as part of Quaker’s religious and intellectual 
luggage” (Bing, 1981, p.499). This movement lost traction at the end of the 19th century 
but gained momentum again in the early 20th century when the term occupational therapy 
was coined (Bing, 1981). In 1917 United States, Eleanor Clark Slagle and founding 
members created the National Society for the Promotion of Occupational Therapy 
RESETTLEMENT AS A COMPLEX SYSTEM 
 
14 
(NSPOT) to advocate for the legitimacy and advancement of occupational therapy as an 
emerging profession (Lynaugh, 2000). The profession was created through “balancing the 
scientific and humanistic trends that are inherent to occupational therapy” (Lynaugh, 
2000, p.39). This trend is still seen in the commitment for evidence-based practice today.  
Occupational therapy is a holistic, evidence-based profession that facilitates 
engagement in meaningful activities in the contexts of themselves, their population, and 
community to improve and maintain health and wellness or to prevent disease (WFOT, 
2012). Occupational therapists’ practice in a variety of settings with diverse client 
populations. For example, occupational therapists may find work within the school 
system, health care system, business sector, public policy, non-profit, and more. The 
boundaries of occupational therapy were formed through competing influences from 
“social work, mental hygiene, education, and nursing” (Lynaugh, 2000, p.41).  
Occupational therapy in its traditional context is heavily influenced by the 
medical model and biomechanical theories. The medical model is narrowly focused and 
manualizes treatment to include a diagnosis and a prescription to reduce the symptoms 
with the assumption that the individual will follow a positive recovery trajectory (Cole & 
Tufano, 2008). The medical model has historically helped to establish occupational 
therapy to be part of hospitals, skilled nursing facilities (SNF), and school systems doing 
rehabilitative work surrounding physical dysfunction, mental illness, and integration into 
the community.  It has led to the legitimatization of the profession as an integral part of a 
rehabilitative team and created further development within “psychiatry, biomechanics, 
behaviorism and neurophysiology” (Cole & Tufano, 2008, p.25). However, American 
occupational therapy practices are in midst of shifting to be more holistic and community 
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based (Cole & Tufano, 2008). In doing so, occupational therapy is moving away from the 
medical model and back to its roots of employing a multifaceted approach towards 
interventions (Cole & Tufano, 2008). This means that occupational therapists now not 
only closely examine the person, environment, and occupations they engage in but also 
aims to understand the intricate and dynamic systems that makes a person unique.  
Occupational therapy is guided by the OTPF (AOTA, 2020). The OTPF is a 
document written by the American Occupational Therapy Association (AOTA) that 
“represents the core concepts of what occupational therapists know and do” (ICE 
Learning Center, n.d., What is the OT Practice Framework, para. 1). The OTPF divides 
the resource into the domains (what occupational therapists know) and process (what 
occupational therapists do) (ICE Learning Center, n.d.; AOTA, 2020). The OTPF states 
that occupational therapists must “direct [efforts] toward promoting occupational justice 
and empowering clients to seek and obtain resources to fully participate in daily life 
occupations.” (AOTA, 2020, p. 74).  
 AOTA recognizes that refugee resettlement is an emerging topic that addresses 
‘societal needs’ as it addresses the “growing diversity in the profession” and 
demographics of the United States (Phipps, 2018, slide 14). Occupational therapy’s 
commitment towards those who experience occupational deprivation make us prime 
candidates to support resettlement. Occupational therapists “assess current life skills and 
occupational performance, determining areas in self-care, productivity and leisure that are 
lacking and in need of support” (Winlaw, n.d., p. 18). Occupational therapists are also 
trained in task analysis—a skill that breaks down an activity to analyze a client’s 
strengths and weaknesses (Winlaw, n.d.). Task analysis is helpful to understand a client’s 
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motivation and learning style to positively ignite change in lifestyles (Winlaw, n.d.). 
Once information about the client is gathered, occupational therapists “adapt occupations 
to each circumstance, taking into account considerations such as culture and previous 
trauma” to “further support meaningful engagement” to achieve a more positive quality 
of life (Winlaw, n.d., p.19). Winlaw (n.d.) and Trimboli & Taylor (2016) takes a stand in 
advocating for occupational therapists to work with refugees by stating:  
Our lack of professional input with refugees and asylum seekers is not simply a 
missed opportunity; it fundamentally represents a failure to uphold our 
professional values…. Now, more than ever, is the time to show support for 
refugees and asylum seekers by ensuring they have access to the same health care 
services as the rest of the … population. By devoting our time to this cause, we 
would be confronting one of the biggest challenges in the global community while 
honoring our historical commitment to social justice (p.19).  
Bronfenbrenner’s Ecological Model: A Contextual Approach to Understanding 
Need for Occupational Therapy 
 Dr. Urie Bronfenbrenner is an American Psychologist who created the Ecological 
Systems Model. Originally created to examine child development, the ecological model 
consists of five systematic tiers: microsystem, mesosystem, exosystem, macrosystem, and 
chronosystem (Onwuegbuzie, Collins, & Frels, 2013). Each tier aims to understand how 
certain systems influences a person’s everyday life. This model is appropriate to use 
especially when examining the internal and external tensions that a displaced person may 
experience as it helps in “conceptualizing the many drastic changes that characterize the 
life experience of refugees” (Singh, Sylvia, & Ridzi, 2015, p.38). Bronfenbrenner’s 
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ecological model acknowledges the compounding factors that influence one’s 
sociocultural contexts. Specifically, he includes “key dimensions… includ[ing] culture, 
ethnicity, and gender” (Santrock, 2007, p. 30). It systematically examines tiered 
environmental systems and scrutinizes how the connections between environmental 
systems influences the lived experience (Santrock, 2007). Refer to Figure 1 for a visual 
guide to understanding the Ecological Systems Model used within its original intention. 
The model must be adapted for the refugee populations to accurately depict the 
experiences.   
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 Specifically, in researching an occupational therapist’s experience in working with 
resettled refugees it is essential to reflect and consider how working within the American 
health care system impacts their role and scope of practice. Health care practitioners have 
a duty towards providing care that is culturally responsive and relevant and yet there are 
no strict guidelines within education surrounding the profession’s commitment as a 
profession to reach this standard. The National Center for Biotechnology Institute (NCBI) 
states cultural competence is the health care provider’s ability to see each patient “as 
unique” (Saha, Beach, & Cooper, 2008).  
 Centering the research on the groundings of the Ecological Systems Model allows 
the researcher to examine how the systems influence an occupational therapist’s practice 
and therefore, the translational impact on the refugee population through rapport and 
intervention. Within the occupational therapist’s context, there also exists the 
microsystem, mesosystem, exosystem, macrosystem, and chronosystem. The 
microsystem includes “the most direct interactions with the social agent” (Santrock, 
2007, p. 29). Therefore, this includes the therapists’ close contacts and job. Systems that 
affect a therapist’s scope includes their experiences, their understood role within their 
work, support from their interdisciplinary team, and legislation. Comparatively, the 
therapist’s macrosystem includes the health care industry, the United States legislature, 
and American values that influences how these therapists interpret and interact with their 
world.  
Understanding the Refugee Experience 
Refugees often find refuge first in neighboring countries (Office of Refugee 
Resettlement, 2014). Only a small fraction of refugees is given the option to resettle to a 
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third country after being displaced in the second country (UNHCR, 2013). Upon 
permanent resettlement in a foreign country such as the United States, refugees navigate 
many new challenges ranging from developing new life skills to adapting to a new 
culture (Trimboli & Taylor, 2016). “Migration is one life circumstance that ‘disrupts 
people’s established occupations, and challenges their identity, sense of competence, 
health and wellbeing’” (Gupta, 2013, p. 1). Research identified that experiencing these 
occupational challenges, without proper interventions, translated to a lack of engagement 
in “meaningful activities and satisfying occupations, in which [one does not] make their 
own decisions, based on a wide selection of equal [and equitable] opportunities within 
their own communities” (AlHeresh, Bryant, and Holm, 2013, p. 1). As health care 
providers, it would be naïve to overlook such an integral part of a client’s identity and 
culture, such as being a resettled refugee.  
Demographics. According to the 2019 admission reports published by the 
Refugee Processing Center (2020), approximately 84.3% of refugees admitted to the 
United States were from Democratic Republic of Congo, Eritrea, Burma, Ukraine, and 
Afghanistan. The mentioned countries are representative of five out of 66 countries with 
refugees admitted to the United States, each with its own rich culture, history, and 
heritage (Refugee Processing Center, 2020). Figure 2 provides context into the diversity 
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Figure 2. Home Country of Refugees (National Immigration Forum, 2020). 
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Luck. Refugees flee their home countries for different reasons. In the context of 
this thesis, a refugee is someone who has been forced to flee their country and has 
entered the United States through legal means (International Organization for Migration, 
2019; UNHCR, 2018). Refugees have well-founded fears of persecution for reasons of 
gender identity, sexual orientation, race, religion, nationality, political opinion or 
membership in a particular social group (UNHCR, 2018). Refugees are created through 
borders—an imaginary yet strongly political geographical line that separates land. 
Borders grant entrance to some, but not all and, Nguyen (2018) suggested that if borders 
were more “permeable” then maybe nobody would have to be displaced (p. 19).  Nguyen 
(2018) also created an interesting narrative on how some refugees are luckier than others. 
He stated that as a Vietnamese refugee they received “American charity that was born out 
of American guilt about the war and resulted from an American desire to show that a 
capitalist and democratic country was a much better home than the newly communist 
country the refugees were fleeing” (Nguyen, 2018, p.16). This shows that the 
displacement process is completed at the mercy of the waiting for the help of another. 
Politics and Process. Refugees are within the broad umbrella term of migrants 
and even within the category of ‘refugees’ there are many different categorizations, such 
as asylum seekers, illegal immigrants, internally displaced refugees, climate refugees, 
expellees, and more. Researchers have found that refugees and immigrants have vastly 
differing histories that affect their health, socioeconomic circumstances, and immigration 
status and therefore, they should not be “automatically… subsumed within larger 
immigrant populations” (Reed & Barbosa, 2017, p.54). One of the main differences 
between the types of refugees lie in macrosystemic policies that grant certain groups with 
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access to different social programs and leave others without. Another characteristic 
difference is the reason for displacement (e.g., climate refugee vs. refugees displaced due 
to war). The refugee population is ethnically and culturally diverse and no one experience 
should be generalized to represent the whole. There is also no one stereotypical ‘look’ 
that all refugees have because refugees can come from anywhere. There exists a narrative 
in the literature that amplifies the voices of refugees and their resettlement process and 
this section is written through analysis of compounding various ‘lived experiences’ and 
existing scholarly evidence.  
Philbrick, Wicks, Harris, Shaft, & Van Vooren (2017) describes the resettlement 
process as complex and lengthy. In order to be granted entrance into the United States, 
refugees must complete rigorous interviewing and screening tests. These ballads of tests 
take an average of 18-24 months to complete post-referral by UNHCR.(n.d.). Table 1 
outlines the journey to resettlement to the United States.  
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Table 1. Steps in the Resettlement Journey  
Description of Step: Description: 
Step 1: Becoming a 
Refugee.  
Political unrest in their home country causing the applicant to 
be “forcibly displaced…as a result of persecution, conflict, or 
generalized violence” (UNHCR, 2018, p. 2). 
Step 2: UNHCR must 
recognize the 
individual as a 
refugee.  
“UNHCR interviews the applicant to determine if the 
individual qualifies as a refugee under international law” and 
“registers individuals and collects identifying documents, 
biographic information, and biometric data” (USCRI, n.d., p. 
1).  
Step 3: Referral made 
to resettle in the 
United States 
(USCRI, n.d.).  
Referrals are made by the UNHCR, the U.S. Embassy and/or 
non-governmental organizations [NGO] (USCRI, n.d.). 
Priorities are given towards Iraqi nationals who have 
collaborated with the U.S (USCRI, n.d., p.1). Iraqi nationals 
with families in the United States may “apply directly to the 
resettlement program” without referral (USCRI, n.d., p.1). 
This screening process alone takes 18-24 months.  
Step 4: Gathering data 
with the Resettlement 
Support Center 
(RSC).  
The RSC conducts interviews, gathers personal/background 
information on the individual, fills out paperwork, and obtains 
biodata (USCRI, n.d.; Office of Refugee Resettlement, 2014). 
This step is critical as it grants initial security clearance for an 
in-person interview with U.S. Citizen and Immigration 
Services (USCIS) (USCRI, n.d.).  
RESETTLEMENT AS A COMPLEX SYSTEM 
 
25 
Step 5: Security 
Screening #1, Cross-
referencing with U.S. 
Watch List (USCRI, 
n.d.).  
Lists created through “consular lookout and support system” 
(USCRI, n.d., p.1). If there is any reason that the applicant 
poses as a threat to the country, the applicant will not be 
admitted to the United States (USCRI, n.d., p.1).  
Step 6: Security 
Screening #2, the 
Security Advisory 
Opinion 
Some applicants may undergo an “additional security review 
called the security advisory opinion” but reasons why were 
not outlined (USCRI, n.d. p.1). 
Step 7A: Security 
Screening #3, Inter 
Agency Check  
The “National Counterterrorism Center (NCTC) conducts an 
IAC on applicants within a designated age range” (USCRI, 
n.d., p.1). 
 
Step 7B: Security 
Screening #4, Syrian 
Refugees only 
“Syrian applications are… flagged for additional security 
screening… [called the] Syria Enhanced Review… [and] 
reviewed by a Refugee Affairs Division officer at USCIS 
headquarters” (USCRI, n.d., p.1). 
Step 8: USCIS in-
person interview at 
overseas location 
(USCRI, n.d.).  
A USCIS officer conducts an interview to establish the 
applicant’s “credibility… in his or her testimony” and 
determines “whether the individual qualifies as a refugee… 
under U.S. law” (USCRI, n.d., p.1). The officer also collects 
fingerprints and photographs of the applicant (USCRI, n.d., 
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p.1). If this motion is denied, the applicant may file a “motion-
to-reconsider” (Office of Refugee Resettlement, 2014, p.1). 
Step 9: Conditional 
Approval granted 
under the assumption 
that applicant will 
pass all other security 
checks 
“USCIS officer will conditionally approve the refugee’s 
application for resettlement and submit it to DOS for final 
processing” (USCRI, n.d., p.1). 
 
Step 10: Three 
Internal Biometric 
Security Checks 
Fingerprint and Identity security screens are conducted by the 
Federal Bureau of Investigation (FBI), Department of 
Homeland Security (DHS), and U.S. Department of Defense 
(DOD) (USCRI, n.d.).  
Step 11: Medical 
Screening  
Medical screening conducted by the International 
Organization for Migration (IOM) to ensure that the applicant 
does not have any communicable diseases (USCRI, n.d.).  
Step 11B: Treatment 
of diseases (if 
applicable) and travel 
arrangements made 
(Office of Refugee 
Resettlement, 2014).  
The IOM arranges for the treatment of diseases (if applicable) 
and arranges travel loan and flight after the applicant is 
cleared (Office of Refugee Resettlement, 2014).  
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Step 12: Matching the 
Refugees with 
Sponsor Agencies 
(USCRI, n.d.).  
Every refugee is assigned to a volunteer agency that facilitates 
the resettlement process in their new local area such as the 
U.S. Committee of Refugees and Immigrants (USCRI, n.d.).  
Step 13: Cultural 
Orientation  
Cultural Orientation is provided for refugees to prepare them 
for their initial resettlement in the United States (USCRI, 
n.d.).  
Step 14: Screening at 
the Airport, 
Admission and 
Arrival to the United 
States 
“Customs and Border Protection (CBP) officer will review the 
refugee’s documentation and conduct additional security 
checks against its National Targeting Center-Passenger 
program and the Transportation Security Administration’s 
Secure Flight program.  CBP ensures that the arriving refugee 
is the same person who was screened and approved for 
admission to the United States” (USCRI, n.d., p.1). 
 
Step 15: Going to 
their new ‘home’ 
Met by local resettlement staff at the airport and taken to an 
apartment that has been prepared for them (The Arizona 
Refugee Resettlement Program, n.d.). 
 
Step 16: First 30 Days 
(The Arizona Refugee 
Resettlement 
Program, n.d.).  
“The refugee receives Department of State/ Bureau of 
Populations, Refugees and Migration- funded Reception and 
Placement services… A medical screening and community 
orientation are conducted during this time. A self-sufficiency 
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plan is developed for the individual and family. Within the 
first 30 days, the refugee may enroll in the Matching Grant 
Program – an Office of Refugee Resettlement funded early 
self-sufficiency program intended to assist the most 
employable refugees to gain self-sufficiency without reliance 
on public cash assistance as quickly as possible after arrival” 
(The Arizona Refugee Resettlement Program, n.d., p.1).  
Step 17: First Year 
and Beyond 
“Refugees receive Department of Health and Human 
Services/Office of Refugee Resettlement-funded services, 
such as refugee cash & medical assistance, employment & 
case management services, mental health services, English 
language training services” (The Arizona Refugee 
Resettlement Program, n.d., p.1). 
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Due to the highly political nature of the U.S. refugee programs the number of 
refugees accepted into the United States has fluctuated from presidency to presidency. 
The president in collaboration with the congress decides how many refugees the country 
will take in for the year (American Immigration Council, 2020). The Obama 
Administration set their ceilings within the range of 70,000-85,000 refugees with the 
highest number of accepted refugees being 84,994 people in 2016 and lowest of 56,424 
people in 2011 (American Immigration Council, 2020). Comparatively, the Trump 
Administration set their ceilings within the range of 18,000-50,000 with the highest 
number of admissions being 53,716 people in 2017 during an overlap with Obama 
Administration and lowest of 22,491 in 2018 (American Immigration Council, 2020). 
The ceiling for the fiscal year of 2020 is set at an all-time low of 18,000 admissions 
(American Immigration Council, 2020). As Table 1 above lays out, the resettlement 
process is difficult to comprehend and often lacks transparency. At any given point, the 
applicant may be rejected, leaving them in limbo and without citizenship to a country. 
Especially from the 2018 fiscal year and beyond, the Trump Administration enacted a 
travel ban restricting individuals from “Iran, Libya, North Korea, Somalia, Sudan, Syria, 
Yemen and Venezuela” from entering the United States (National Immigration Forum, 
2020, p. 3). This directly impacted the resettlement process and refugee admissions as 
applications were “ blocked by courts for…months” making resettlement to the United 
States even stricter (National Immigration Forum, 2020, p. 3).  
The Refugee Act of 1980, passed under former President Jimmy Carter, is the 
most recent amendment to an earlier Immigration and Nationality Act (National Archives 
Foundation, n.d.).  This act aligned the definition of a refugee to be the same as the 
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United Nations, to include fear of persecution (National Archives Foundation, n.d.). This 
legislation vows to provide “assistance and services … to refugees without regard to race, 
religion, nationality, sex, or political opinion” (Office of Refugee Resettlement, 2012, 
Conditions and Considerations sections, para. 28). This piece of legislation also created 
the Federal Refugee Resettlement Program whose mission is to “provide…effective 
resettlement of refugees and to assist them to achieve economic self-sufficiency as 
quickly as possible after arrival in the United States” (Office of Refugee Resettlement, 
2012, Introduction section, para. 1). The director of the Federal Refugee Resettlement 
Program’s role is to provide refugees with assistance in obtaining “sufficient resources 
for employment training” to have equitable opportunities for employment (Office of 
Refugee Resettlement, 2012, Conditions and Considerations sections, para. 2).  These 
standards were created to help refugees foster skills to be successful within an 
‘American’ society.  Economic self-sufficiency and speaking the English language are 
valued markers to becoming ‘American’. This implied standard that newly resettled 
refugees are expected to achieve in such a short timeframe seems preposterous (Office of 
Refugee Resettlement, 2012). Newly resettled refugees are placed in a difficult position 
with self-sufficiency being consistently emphasized but if refugees were to become too 
self-sufficient, they will no longer qualify for supplemental cash programs or aid.  
Beyond the legislative duties, the director of the Federal Refugee Resettlement 
Program also closely collaborates with state and local agencies to create policies and 
strategies for placement of refugees to ensure that “refugee[s] [are] not initially placed or 
resettled in an area highly impacted (as determined under regulations prescribed by the 
Director after consultation with such agencies and governments) by the presence of 
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refugees or comparable populations” (Office of Refugee Resettlement, 2012, Conditions 
and Considerations sections, para. 12). Contrastively, the fine print also advocates for the 
“same opportunities [for women] as the men to participate in training and instruction” 
(Office of Refugee Resettlement, 2012, Conditions and Considerations sections, para. 4). 
The language used in the above legislature is slightly hypocritical stating that they want 
refugees to have the “same opportunities” yet restricting refugees from forming their own 
communities and support systems (Office of Refugee Resettlement, 2012, Conditions and 
Considerations sections, para. 4).  
Services or lack thereof. Refugees have a health disadvantage (Reed & Barbosa, 
2017). Health threats, such as exposure to violence, positions refugees as “far worse than 
other immigrants in areas of health and well-being” (Reed & Barbosa, 2017, p.43). This 
population is more vulnerable to mental health challenges, more susceptible to chronic 
diseases, and more likely to experience lifestyle challenges (Reed & Barbosa, 2017). 
Refugees have access to Medicare and Medicaid health insurance granted through federal 
programs including the refugee medical assistance program but there often lacks 
education on the complexities of the American health care system resulting in 
unawareness of what resources are available to them (Reed & Barbosa, 2017). There is 
“almost always a delay between arrival and activation of their insurance, resulting in a 
medical coverage gap during a critical time” (Philbrick et al., 2017, p. 657). This 
consequently leaves some refugees to slip through the cracks, become uninsured, and not 
receive the care and diagnosis they require (Reed & Barbosa, 2017). Upon arriving in the 
United States, the Center for Disease Control and Prevention (CDCP) recommends that 
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all refugees complete a panel of tests (CDCP, 2012). Table 2 charts the different testing 
available and recommended for the health of the newly resettled refugees. 
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Table 2. General and Optional Testing for Newly Arrived Refugees (CDCP, 2012). 
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This initial screening helps to diagnose anemia, sexually transmitted infections, and other 
diseases (Reed & Barbosa, 2017). And since this screen is a recommendation, ultimately 
the execution is done through the state. Additionally, Reed & Barbosa (2017) suggests 
that these health screens “may not capture many health issues and needs” (p. 65).  
Once introduced to their new home, refugees are allotted resources to streamline 
the resettlement process including “safe, sanitary affordable housing and other necessities 
such food, pocket money, clothing, and basic household and personal items” (The 
Arizona Refugee Resettlement Program, n.d., p. 1). The voluntary agencies that are 
tasked with aiding the resettlement process are given “very limited governmental 
financial assistance to aid refugees” and thus, rely heavily on volunteers (Philbrick et al., 
2017). This makes it difficult to “coordinate care effectively [within the unfamiliar and 
complex] healthcare system [while navigating through barriers such as] language” 
(Philbrick et al., 2017, p.657). These voluntary agencies also have to provide English 
language education, employment counseling, coordination of medical care, and obtain 
food, housing, and clothing for resettled refugees (Philbrick et al., 2017). Refugees also 
have opportunities to apply for the Refugee Cash Assistance program which helps to 
provide cash and medical assistance for the first eight months of resettlement 
(Washington State Department of Social and Health Services, n.d.). This opt-in program 
requires for resettled refugees to meet certain requirements as well as provide 
documentations to receive money (Washington State Department of Social and Health 
Services, n.d.). To qualify in Washington State, a resettled refugee must have resources 
of less than $1,000 (Washington State Department of Social and Health Services, n.d.). 
And once one earns $839 per month, they are discontinued to benefit from the program 
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(Washington State Department of Social and Health Services, n.d.). Ironically, the cost of 
living in Washington state is 18.7% higher than the national average and renting a studio 
apartment costs an average of $1011/ month (Best Places, n.d.). Therefore, it is important 
as citizens of this society to scrutinize the policies and legislations that are passed and 
assess whether the policies are actually performing their intended purpose.  
With all of these variables to navigate it seems evident that this population of 
individuals will most likely be experiencing stress on a daily basis. The stress response 
occurs when an individual’s nervous system faces a threat. It is a primitive system, made 
to allow an individual to get themselves to a safe place in a moment in time. The nervous 
system’s sympathetic nervous system is activated when a person feels a threat. This 
system, once triggered, activates hormones in our system and blood stream which work 
to increase circulation to our arms and legs, increase respirations and heart rate, decrease 
the digestive system, dilate the pupils, etc. all in an attempt to allow us to escape a 
dangerous threat. Once the threat is removed, this stress response is counter acted by the 
parasympathetic system, which brings the system back to its steady state. The stress 
response was designed to be a short-term event. Sadly, many people suffer from chronic 
stress, which can damage the health of the individual (Yaribeygi, Panahi, Sahraei, 
Johnston, & Sahebkar, 2017). In addition to experiencing chronic stress, it is likely that a 
resettled refugee, by their definition has suffered trauma which can result in post-
traumatic stress disorder. 
Post-traumatic stress disorder (PTSD) changes the physiology of the brain long-
term (Nice, Garland, Hilton, Baggett, & Mitchell, 1996; Van Ommeren, de Jong, Sharma, 
RESETTLEMENT AS A COMPLEX SYSTEM 
 
36 
Komproe, Thapa, & Cardeña, 2002). PTSD has comorbidities with other somatic 
disorders, depression, and anxiety (Van Ommeren et al., 2002). 
The Lived Experience. Resettlement is not a linear process with a positive 
trajectory. A refugee experiences trauma both pre-immigration and post immigration 
which negatively affects their physical and mental health (Heptinstall et al., 2004). 
Consequences of displacement makes one feel “unwanted where they fled from; 
unwanted where they are, in refugee camps; and unwanted where they want to go” 
(Nguyen, 2018, p.17). Nguyen (2018), a Vietnamese- American refugee writer, states that 
he felt he “became something less than human, at least in the eyes of those who do not 
think of refugees as being human” (p.11). These extended periods of feeling unwanted 
impacted a person’s identity ultimately, forcing the “voiceless” to be silenced and 
“unheard” (Nguyen, 2018, p. 20). Refugees have overcome many traumas in order to 
escape from fearful conditions. Many refugees live in arduous conditions waiting for 
applications to be approved, for a chance to build a new life. Nguyen (2018) exclaimed 
that “true justice will be when we no longer need a voice for the voiceless” and we are 
able to “create a world of social, economic, cultural, and political opportunities that 
would allow all these voiceless to tell their stories and be heard, rather than be dependent 
on a… representative of some kind” (p. 20).  
One of the most important goals of the occupational therapy profession is to 
empower clients, to foster skills so that the clients can be as autonomous as possible and 
advocate for their needs (AOTA, 2020). As a profession, we have the opportunity to ally 
ourselves with the needs of refugees to make American society a more occupationally 
just place. As a profession, we must continue to amplify the voices that have been 
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historically unheard whilst being mindful not to cause additional emotional harm on the 
refugee population. That is why it is increasingly important to add testimonials and 
accounts written by refugees themselves to guide our practice and emerging area of 
practice.  
The United Nations imply that a refugee is no longer a refugee when they are able 
to relocate to a permanent home. Some researchers and writers argue that being a refugee 
is not only a political status but rather an attitude or identity (Nguyen, 2018; Nguyen, 
2019). Nguyen (2018) described the refugee identity as follows: 
These displaced persons are mostly unwanted where they fled from; unwanted 
where they are, in refugee camps; and unwanted where they want to go. They 
have fled under arduous conditions; they have lost friends, family members, 
homes, and countries; they are detained in refugee camps in often subhuman 
conditions, with no clear end to the stay and no definitive exit; they are often 
threatened with deportation to their countries of origin; and they will likely be 
unremembered (p.17). 
As a refugee writer himself, Nguyen (2018) emphasized that refugees often keep 
“tattered memories of being a refugee close” years after resettlement as it impacted how 
they interacted with the world on a daily basis (p. 17). Nguyen, although not 
representative of the whole refugee population, explained how he felt that little is done to 
restore and support the lives of resettled refugees (Nguyen, 2018).  
Resettlement affects people differently. For children, research has shown that 
between 50 and 90% of refugee children express characteristics that raise concern for 
their mental health (Copley, Turpin, Gordon, & McLaren , 2011). Without the proper 
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interventions to help these children cope with trauma, they are unable to develop 
productive outlets for emotions and thus, experience further occupational challenges 
(Simó-Algado et al., 2002). Comparatively, Yau (1997) found that young adults and 
adults had increased psychosocial challenges, having pre-migration memories “of war 
and the stress of separation from family” (p. 1). Once recognized as a refugee and living 
in a refugee camp of “subhuman conditions”, refugees were likely to experience 
additional violence, torture, and sexual abuse (Nguyen, 2018, p.17; Copley et al, 2011).  
In both children and adult populations, their ‘normalized experiences’ were often that of a 
violent and tortuous nature and therefore, refugees experience a wide range of trauma 
from the upheaval process to the trauma of copious losses (Zoerhof, 1994; Simó-Algado 
et al., 2002). The effects of being a refugee is felt long after the resettlement process is 
completed. Refugees by definition, have become displaced due to fears of being 
persecuted (UNHCR, 2018).  
Children who have experienced war and other debilitating events and are not 
provided the opportunity to express trauma related emotions are at risk of developing 
PTSD, depression, and personality disorders (Simó- Algado et al., 2002). These children 
often “harbor intense feelings of fear, anger and insecurity which, when repressed, often 
lead to maladaptive behavioural responses” (Fraenkel & Tallant, 1987, p. 59). 
Maladaptive behavioral responses are characterized through “physical aggression… 
sleeplessness, withdrawal, anxiety, fear and silence” (Simó-Algado et al., 2002). This 
continual mental torture of reliving past experiences and suffering from its consequences 
can significantly impact all areas of the child’s occupational performance. Deeply rooted 
in the mental status of the child, these symptoms could manifest and be observable 
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through social isolation, developmental challenges, lack of self-care, and lack of 
motivation in school/leisure activities (Driver & Beltran, 1998; Brymer. Steinberg, 
Sonoborger, Layne & Pynoos, 2008; Copley et. al., 2011).  In respect to the resettlement 
process, children must become accustomed to new lifestyles and unfamiliar surroundings 
(Zoerhof, 1994). This experience requires that the child juggle responsibilities of creating 
new support systems and learning the English language, whilst coping with pre-
immigration trauma. Connor- Schisler and Polatajko (2002), have reported that upon 
resettlement, refugees modify and alter occupations with less emphasis on time spent 
socializing. Other cultures are more likely to support and help strangers compared to that 
of American culture (Connor-Schisler & Polatajko, 2002). This significant difference in 
interaction styles could further increase feelings of social isolation as it could inhibit the 
child’s opportunity to engage in meaningful relationships. 
Mirza & Heinemann (2012) established barriers a refugee with disabilities may 
face upon resettlement in the United States, including: 1) lack of information on available 
resources, 2) inaccessibility to emergency housing, 3) lack of English language/job 
training courses, and 4) difficulty in establishing contact with local disability 
organizations.  This vulnerable population often felt unsupported in the resettlement 
process. Mirza conducted a global ethnographic study with participants with disabilities 
(n=15) from Somali or Cambodian refugee communities that have legal refugee status 
(Mirza & Heinemann, 2012). Methods used to gather data were interviews, focus groups, 
and surveys (Mirza & Heinemann, 2012).  Results demonstrated the importance of 
employment and economically self-sufficiency to the populations studied (Mirza & 
Heinemann, 2012). In achieving said goals, the sample believed that they would be able 
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to better participate in meaningful occupations (Mirza & Heinemann, 2012). This 
population also expressed the feeling of being restricted to their apartments as they were 
not able to participate in society through environmental, physical, and emotional barriers 
(Mirza & Heinemann, 2012). Mirza & Heinemann (2012) also stated that the means 
provided by the U.S. refugee resettlement program were insufficient- not enough to 
adequately support the needs of refugees with disabilities resettling in the United States. 
Integration into the United States allows for one to pursue social participation (Mirza & 
Heinemann, 2012). On the other hand, without integration efforts, children face 
challenges such as social isolation- a factor that is detrimental to engaging in social 
occupations (Mirza & Heinemann, 2012). Results showed the positive influence of social 
connectedness (including face-to-face, social, and online interactions) as it allowed 
families and children to network and gather support (Mirza & Heinemann, 2012). 
Advocacy and education were key for this vulnerable population as they were unaware of 
resources available to them upon resettlement (e.g., Children’s Health Insurance Program 
[CHIP]) (Mirza & Heinemann, 2012).  
The Work of Occupational Therapy within Resettlement 
 Responsibilities as a Health Care Provider. Refugees have been forcibly 
displaced. This displacement has been identified as an event that "disrupts people's 
established occupations, and challenges their identity, sense of competence, health and 
wellbeing" (Gupta, 2013, p. 1). Due to the abrupt nature of this experience, refugees 
experience "higher levels of emotional, psychological, and physical distress" compared to 
other migrant counterparts (Huot, Kelly, & Park, 2016, p. 187). Therefore, refugees 
require more comprehensive access to health and social services upon arrival to help 
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facilitate changes in "roles, work, identity, health and well-being" (Huot et al., 2016, p. 
186). Without this access, they risk having "occupational deprivation [and] occupational 
imbalance" (Huot et al., 2016, p. 188). Occupational deprivation occurs when a resettled 
refugee is unable to participate in meaningful activities due to barriers such as language 
and educational histories (Huot et al., 2016). Occupational imbalance occurs when one 
does not achieve an "ideal mix" of occupations within their daily activities (Huot et al, 
2016, p. 189). This included domains of work but also leisure and social engagement of 
culturally meaningful occupations. Long time occupational deprivation and occupational 
imbalance leads to occupational adaptation, a compensatory strategy in efforts to cope 
with their new environmental/ societal contexts and to "bridge gaps" between the host 
country culture and their own (Huot et al., 2016, pp.189-190). Occupational changes 
were created with prolonged adaptation where the resettled refugee developed new 
habits, roles, and routines within different occupations such as changing from a 'white 
collar' occupation to a 'blue collar' occupation upon resettlement. Changes in occupations 
fostered community bonds and closed gender gaps through overcoming common 
adversity (Huot et al., 2016).  
As part of a health care team, occupational therapists have a “responsibility…to 
set politics aside and provide high-quality medical care to [refugees]” (Philbrick et al., 
2017, p. 656). Through extensive literature search, Reed & Barbosa (2017) claim that 
when working with immigrant communities, including refugees, health care providers 
should provide health interventions that are “culturally and linguistically specific” that 
encompasses cultural competence (p. 55). This included understanding that refugees 
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“may encounter…health care practices that do not align with their cultural or religious 
beliefs” (Philbrick et al., 2017, p. 657). 
Identifying Cultural Differences. Ereş and Aslan (2017) focused their research 
on resettled Syrian children (n=29) who attended Temporary Education Centers (TECs) 
in Turkey where they received a traditionally Syrian education.  The researchers stressed 
the importance of utilizing education as a tool to help acculturate the population (Ereş & 
Aslan, 2017). There was a focus on addressing cultural conflict, establishing 
communication, decreasing racial discrimination and prejudice (Ereş & Aslan, 2017, p. 
76-77). The research used a qualitative phenomenological study design as it aimed to 
describe how resettled children of refugee background spent their leisure time 1) outside 
of school, 2) during the weekends, and 3) during holidays (Ereş & Aslan, 2017). Ereş and 
Aslan (2017) focused on social identity formation and how each child viewed themselves 
in their new environment. A semi-structured interview was conducted in Arabic or the 
mother tongue (Ereş & Aslan, 2017). 
Findings were categorized into two themes: indoor or outdoor activities. From 
there, eight subthemes were created. Results showed that there were some common 
activities amongst the week and weekend such as, reading in Turkish/Arabic and 
watching the TV in Turkish/Arabic (Ereş & Aslan, 2017). On holidays, the children 
engaged in only Arabic activities (Ereş & Aslan, 2017). Data also showed that although 
siblings would speak in Turkish amongst one another, parents preferred to speak only in 
Arabic (Ereş & Aslan, 2017). In a broad scope, it seemed families tend to live in their 
cultural bubble upon migration as they sustained their cultural identity through engaging 
in culturally meaningful occupations. Leisure time benefited the children as it “offer[ed] 
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children… [the opportunity to engage in] different social roles” (Eres & Aslan 2017, p. 
77).   
 International migration has been rapidly increasing with 12.5% of the US 
population being foreign born (Mirza & Heinemann, 2012, p. 542). Refugees resettled to 
the US were provided with medical and social assistance under the Refugee Act of 1980 
(Mirza & Heinemann, 2012). The utilization and access to health care and social services 
between US citizens and immigrants and refugees had been identified as a challenge 
(Mirza & Heinemann, 2012). With growing literature, Mirza and Heinemann (2012) 
identified a need in increased research on disability-related services within the 
immigrant/ refugee community. Ethnically underserved populations were identified as a 
vulnerable group in that they have not utilized "formal service systems" (Mirza & 
Heinemann, 2012, p. 543). Some efforts that were used to increase participation and 
engagement are through advocacy groups and federal agencies through a social justice 
imperative (Mirza & Heinemann, 2012). Research identified three themes within the 
refugee disability community: 1) unmet need being a part of the disability community, 2) 
resettlement service's inability to meet needs, and 3) the disconnect between disability 
and refugee services (Mirza & Heinemann, 2012, p. 546). Overall, the authors found that 
the societal and political contexts of these resettled refugees hindered their ability to 
participate in their community due to their "unmet needs [having a] cascading effect on... 
spheres in [their lives]" (Mirza & Heinemann, 2012, p. 549). Participants reported having 
differential treatment compared to their American or refugee counterparts (Mirza & 
Heinemann, 2012).  Gaps in service delivery between refugee and disability services 
create health disparities amongst this niche population (Mirza & Heinemann, 2012). 
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Their study  highlights a need for more comprehensive and transparent health systems 
within US healthcare that communicates the needs of this population through fostering an 
integrative and collaborative health care approach.  
 Refugees, who have ‘turbulent migration histories’, are reported to have more 
pre-existing health problems (Mirza et al., 2014, p. 734). Upon migration, refugees 
experience barriers to access health and social services in the United States. Reported 
barriers of both health care practitioners and resettled refugees include barriers on a 
multi-systemic level. Systemic level barriers included lack of access of health insurance 
(Mirza, 2013). Health insurances in the US were difficult to navigate even for a US 
citizen. Being a refugee there not only exists unfamiliarity with the United States’ health 
care system but the healthcare coverage, Refugee Medical Assistance, only covers 
services for up to 8 months after arrival. Post the 8-month period, refugees must either 
pay into the payer system of corporate health insurance or apply for Medicaid. Barriers 
also exists on the provider side, including lack of funding, language/ cultural supports, 
and uncertainty with continuity of care (Mirza et al., 2014, p. 734). Mirza et al. (2014) 
identified the need of both individual, provider, and systemic efforts to be made to 
integrate inclusive practice from policy to practice accommodating for resettled refugees.  
Simó-Algado and colleagues’ (2002) research implemented a “preventative 
occupational therapy program for children who have suffered from traumatic experiences 
from the war in Kosovo” (p. 200). This intervention focused on two objectives: 1) 
contributing to prevention of long-term psychological consequences and 2) detecting for 
need of referral (Simó-Algado et al, 2002). Trauma due to war was expressed as 
unimaginable torture in which one may experience occupational deprivation. Spirituality 
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in these children is explored as a the “spirit [in which] the true self [is] express[ed] in… 
daily activities” (Simó-Algado et al., 2002). Through the use of the Model of Human 
Occupation (MOHO) Simó-Algado et al. implemented a community-centered 
intervention with a focus on the spirituality of children (Simó-Algado et al., 2002). 
Theoretical and practical training was provided for teachers for mental health education 
and conducting occupational therapy workshops. Results of the intervention showed that 
occupational therapy helped the children “express and process traumatic emotions” 
(Simó-Algado et al., 2002, p. 212). By using tools such as symbolism, drawings, and 
image identification, evolution of the children’s mental processing of war trauma was 
observed (Simó- Algado et al., 2002). This progression of coping was expressed as 
“darker themes to more positive thoughts” (Simó-Algado et al., p. 213, 2002). Spirituality 
in these children was restored through occupational therapy intervention as it allowed 
children to regain their sense of freedom, love, and solidarity (Simó-Algado et al., 2002). 
Simó-Algado and colleagues (2002) concluded by establishing the valuable role of an 
occupational therapist in helping children conquer their experiences of suffering from the 
war. Occupational therapists had the potential to help foster constructive expression of 
emotions, regain the joy of play, and recover their ‘spiritual well-being’ (Simó-Algado et 
al., 2002). 
 Social participation was important in children as it helped to achieve 
developmental occupations through organized social activities (Mirza et al., 2015). 
Research indicated that integration is key to fostering social participation as it provided 
families the opportunity to network and find support (Mirza et al., 2015). On the other 
hand, when a child was not able to properly integrate into the new society, they 
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experienced social isolation- a detrimental factor in participating in social occupations 
(Mirza et al., 2015). Mirza’s study showed that social connectedness (face-to-face, 
neighborhood, social, and online interactions) had positive influences on these children as 
it created a platform for contact (Mirza et al., 2015). Education and awareness were 
identified as areas of improvement as most families who resettle in the United States 
were unaware of programs and support systems, they qualify for, such as the Children’s 
Health Insurance Program (CHIP) (Mirza et al., 2015). The role of an occupational 
therapist in this context was identified as helping to develop programs and interventions 
that are accessible and culturally sensitive (Mirza et al., 2015).    
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Chapter 3: Methodology 
A phenomenological approach was used to guide and structure this qualitative 
study. Resettlement is an emerging area of practice; therefore, it was important to 
highlight the role that occupational therapy plays currently.  
Research Questions 
The primary research questions guiding this project were twofold: (1) What 
barriers prevent occupational therapists from working with resettled refugees; and (2) 
What support structures are in place that enable occupational therapists to work with 
refugee populations?  There was also a secondary research question: What are the current 
limitations within occupational therapy to resettlement? 
Research Paradigm and Design  
Research paradigms aim to address the diversity in thoughts, beliefs, and 
agreements (Lincoln, Lynham, & Guba, 2011). In this qualitative study, we examined the 
multifaceted experiences of occupational therapists working within the emerging setting, 
refugee resettlement. This research was conceptualized under an ontological assumption 
within a constructivist and critical paradigm (Lincoln et al., 2011). It is imperative to 
learn about the experiences and perspectives of multiple participants to reach valid 
conclusions. Multiple realities exist and form varied mental, social, and experiential 
constructions that impact how each person occupies and inhabits their environment 
(Guba, 1990). Although all participants are working within the realm of refugee 
resettlement, similar to what Guba (1990) is stating, there exists multiple realities that 
shape each therapist’s approach. To explore the unique perspective of each occupational 
therapist working with refugees, we needed to learn about how each therapist perceives 
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the experiences within their systems—how each tiered system impacted their practice for 
better or for worse. The research also followed a critical paradigm. The critical paradigm 
assumes that the world we live in operates through innate struggle and grasp for power 
(Bernal, 2002; Gilroux, 1982; Kilgore, 2001). This leads to interactions of privilege and 
oppression that can be based on race or ethnicity, socioeconomic class, gender, mental or 
physical abilities, or sexual preference” (Bernal, 2002; Gilroux, 1982; Kilgore, 2001). 
The research also followed an epistemological assumption of the constructivist 
paradigm (Lincoln et al., 2011). Conducting this qualitative research under an 
epistemological assumption allows for this researcher to delve into each person’s 
different realities, giving perspective to how each person is interpreting the meaning of 
the experiences. We interviewed three participants, all with varied experiences, that had 
their own perceptions of reality.  
By using a critical constructivist qualitative research approach, we sought to 
compare and contrast various points of views between occupational therapy practitioners 
who work with resettled refugees. The aim of the study was to contribute to the long-term 
empowerment of the resettled refugee population by gaining a deeper understanding of 
barriers and supports within healthcare. This allows for future researchers and 
occupational therapy practitioners to have more literature to support practice when 
addressing occupational and civic engagement within the refugee community. 
Researcher Reflexivity 
Qualitative studies, by design, illuminate the lived experiences of the participants 
(Tomlin & Borgetto, 2011). This research sought to understand the perceptions of the 
occupational therapists working with resettled refugees, highlighting the therapist’s 
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“human experience and human nature” (Tomlin & Borgetto, 2011, p. 191). Data source 
triangulation was achieved by deriving data from three occupational therapists with 
experience working within refugee resettlement using an informal interview technique. 
In-depth interviews [IDI] were conducted with each participant to “elicit rich information 
about personal experiences and perspectives” by encouraging participants to be 
spontaneous, flexible, and responsive with their answers (Carter, Bryant-Lukosius, 
DiCenso, Blythe, & Neville, 2014, Data source triangulation section, para. 1; Russell, 
Gregory, Ploeg, DiCenso, & Guyatt, 2005). Ultimately, the culmination of the sets of 
interviews conducted provided a broader understanding of existing phenomena.  
We conducted a thorough literature review on the refugee experience and the role 
of occupational therapy within resettlement. We also engaged in similar research 
opportunities pertaining to the impacts of resettlement on children. We conducted this 
study under the guidance of three experienced researchers within the occupational 
therapy department. We were trained and guided by the committee prior to conducting 
research via coming up with purposeful interview questions, mock interviews, and 
assistance with navigating the results as needed. Even with the training, I lacked overall 
experience in qualitative research leaving the data more susceptible to interviewer effects 
(Patton, 2002).  
Researcher Positionality. The researcher, as a tool within this research study, 
also brings her own assumptions, beliefs, and values to this qualitative research. The 
researcher believes that all people, including the participants, have complex and 
intersecting structures of power that influence their lives (Crenshaw, 1991). These 
“dimensions of identities” are influenced by their own perceptions of themselves and how 
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the environment/society interacts with them (Crenshaw, 1991, p. 1242). The researcher 
also believes that every participant has their own set of values, beliefs, and experiences 
that has made them who they are today and therefore, every question and every answer 
derive from the implicit biases one holds. Additionally, every participant is influenced by 
their environment, both literal and experienced. People are social beings by nature that 
interact with their multiple environmental systems every day, shaping their behaviors. In 
regard to the research, this means that the researcher believes that each participant has 
unique interactions with their systems and with the refugee population; never two 
interactions identical. These unique interactions have shaped each participant’s 
experience and as a result, their answers. 
Researcher Context. The researcher is a daughter of immigrants. Although the 
experiences of an immigrant versus a refugee are not entirely similar, there are some 
comparable familiarities between the two populations. Therefore, the researcher comes in 
with implicit biases and attitudes of immigrant families. The researcher is also a master’s 
occupational therapy student that does not currently work with refugees in clinical 
practice. As a student, the researcher does not formally practice within occupational 
therapy but is learning to do so.  
Qualitative Rigor 
Tomlin & Borgetto (2011) report that qualitative research is appraised through 
methodological rigors of authenticity and transferability. Authenticity is defined as “the 
extent to which individual respondents' (and the inquirer's) early constructions are 
improved, matured, expanded, and elaborated, so that all parties possess more 
information, become more sophisticated in its use, and get their consciousness raised” 
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(Guba, 2004, p. 44-46). The data collection method of interviews allowed for elaboration 
of the participants. The semi-structured nature of consistent questions allowed for the 
researcher to organize the interview, so each participant was getting similar breadths of 
questions. Transferability is defined as “the relevance of concepts and findings to other 
settings” (Heffron, 2020). Transferability was achieved through recruiting participants 
using purposive sampling, inserting impactful participant quotes within the research, and 
providing systemic explanations to research findings to encourage future studies.  
Inclusion Criteria 
The participants of the study met the inclusion criteria of: registered/ practicing 
OT of 3+ years, have experiences of working with refugees for at least 1-5 years, must be 
working within American Health care system, and must be able to participate in two 
verbal interviews in English (one 1-hour interview, and one follow-up 30-minute 
interview) via face to face, phone call, skype, FaceTime, or Zoom.  
We decisively chose to interview occupational therapy practitioners rather than 
refugees due to a clear gap in variety of occupational therapy research that aids to support 
the practitioners when working within refugee resettlement. Resettled refugees are also a 
vulnerable population, having gone through extensive trauma to achieve resettlement and 
therefore, did not want to cause undue additional emotional burden on the population to 
relive trauma.   
Recruitment 
The participants were gathered through purposive sampling (Creswell, 2013). The 
participants were contacted via email from the researcher’s school address using the 
recruitment script (Appendix A). Once participants agreed to participate in the research, 
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participants were sent the informed consent form (Appendix B) and the initial interview 
questions (Appendix C). All documents were signed and sent back via email prior to the 
first interview. All participants signed the informed consent form prior to participating in 
any research tasks.  
Data Collection 
Data were gathered through two interviews; one 1-hour initial interview followed 
by one 30-minute second interview. The first interview was guided using a semi-
structured interview guide. Participants had access to the questions prior to the interview 
to provide opportunities to process how they would like to answer the questions. The 
interview was conducted through phone and was recorded using the application ‘Voice 
Memo’ on the researcher’s password- protected iPad. The audio recording was transferred 
to the computer and deleted from the iPad within 24 hours. The audio was uploaded onto 
a transcription service website, Temi (Temi, n.d.), with an unidentifiable file name. The 
researcher deleted any identifiable information from the transcription. The second 
interview was conducted approximately one week later. The questions were derived from 
preceding interview content. The questions were follow-up questions that aimed to clarify 
information from the previous interview or were questions that the researcher did not 
have a chance to ask before. The same steps were taken to ensure the second interview 
data remain protected. In total, six semi-structured informal interviews were conducted 
across the three participants.  
Data Analysis 
The researcher examined the transcription for errors, comparing the written 
transcription to the audio clip. All identifiable information was taken out of the 
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transcription at this point. The researcher analyzed and interpreted through the first 
interview results prior to the second interview. After all interviews were conducted, 
transcribed, and corrected for errors the researcher re-read through all transcriptions 
looking for recurring themes, statements, and ideas across each individual’s interviews as 
well as the group. The researcher analyzed the data using thematic analysis with axial 
coding (Creswell, 2013). Small themes emerged and were categorized into bigger themes 
with six conclusive emergent themes. The researcher’s analysis was reviewed by thesis 
advisors, Dr. Cozzolino, Dr. Gage, and Dr. Heffron after establishing the emergent 
themes.  
Through this process, the following emerging themes were identified: 1) the scope 
of occupational therapy 2) therapist factors 3) client context 4) the macrosystem 5) 
education and 6) access. The themes will be discussed in detail in Chapter 4: Results.  
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Chapter 4: Results 
The following sections present the information obtained from participant 
interviews. Summaries of participant demographics were provided by the participant 
during the interview. The results are presented according to the thematic analysis 
conclusions: 1) the scope of occupational therapy 2) therapist factors 3) client context 4) 
the macrosystem 5) education and 6) access.   
Participant Context  
In attempts to maintain the confidentiality of the participants working within this 
niche emerging area of resettlement the demographics will be reported in aggregate form. 
The participants had an average of 17.7 years of practice ranging approximately 10-30 
years of practice. All participants identified as female. One participant is a Person of 
Color and two participants are white. Two out of the three participants have pursued a 
degree beyond their entry level occupational therapy degrees and are currently 
conducting research or engaging in practice in resettlement. The other participant is 
currently not engaging in resettlement work due to political implications and decreased 
funding. All are considered experts within the emerging field of resettlement.  
Results  
Participants reported a variety of experiences that can be organized into supports 
and barriers. The supports that participants identified are the scope of occupational 
therapy, reimbursement, access to resources, client context, practitioner and personal 
context, and education. The barriers that participants identified are the United States 
Government, scope of occupational therapy, reimbursement, education, client context, 
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Figure 3. Support and Barrier Themes. 
 
  




The Scope of Occupational Therapy. One of the main perceived supports, is 
that the AOTA recognizes resettlement as an emerging area. Participant 1 shared their 
thoughts stating, “when you read about emerging practice, refugee resettlement [and 
homelessness] are always on the list… there’s definitely been that kind of sense of 
support that fits within the domain of practice of OT” –validating how the national 
organization recognizes occupational therapy practitioners’ role in resettlement.  
Within the broad theme of occupational therapy, one of the biggest recurring 
statements was recognition of occupational therapy’s distinct value: what occupational 
therapy has to offer, the skillset, and how it matches with the needs of resettlement. When 
explaining the role of occupational therapy within this setting, Participant 3 specifically 
emphasized the importance of occupations “both as a means and an end” when working 
with “people becoming displaced.” She reported that the population “lack[s] familiarity 
within new settings and lack[s] opportunities to pick up occupations that give meaning to 
their life… and being experts on that the distinct value [is what] we bring refugees and 
displaced populations.” Participant 2 shared:  
OT is really the perfect profession to be working with this population because … we 
are so skilled in looking at multi-site contextual picture of an individual and their 
families… OT has a really keen eye for observing how a person is experiencing their 
environment and seeing where the barriers are and using their strengths as a 
mechanism for learning and independence… OT is the only profession that is able to 
see it in that broad of a picture.  
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Participants further explained the role of occupational therapy as being similar to 
other known professions when working with this population. The occupational therapy 
profession is described as having many rotating roles within refugee resettlement 
including volunteer, case manager, job coach, mental health advocate, community 
resource specialist, counselor, among others. Through time, this versatility that the 
occupational therapy profession exhibits help other collaborating professions such as 
doctors and social workers realize the occupational therapist’s value in contribution to the 
team.  
Case Manager: “There would be somebody who would come in with a bill that they 
didn't understand and [we’d help them navigate it]. It was [similar to the role of] case 
management” (Participant 2). 
Job Coach: “helping write a resume… being creative with [how their skills] working 
in the fields and the farm… and in the refugee camp [translated] and applied to a 
more industrial setting in America” (Participant 2). 
Mental Health Advocate: “What is mental health? What are resources, what would it 
really look like if you were going to go see a counselor? Really exposing them to how 
therapy isn’t scary … [we provide the clients with] an opportunity for them to 
practice talking about their feelings, identifying feeling” (Participant 2).   
Community Resource Specialist: “how to access [resources] in a relatively easy way” 
(Participant 2).   
Counselor: “more of the eyes of counseling, but with a passion for OT” (Participant 
2). 
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In some resettlement programs, such as Participant 1’s, occupational therapy has 
already become an integral team member holding weekly OT meetings to discuss the 
progress that their clients made. Participant 1 stated that other professions are making 
strides to recognize the benefits of “having OT’s working there and how much their 
clients benefit from it… it’s very apparent to the people who work there.” 
The participants described their versatile roles as follows.  
Reimbursement through Grants. The participants shared that most of their 
funding was allocated from grants they have applied for, emphasizing the importance of 
grant writing. Participants stated grants and “philanthropy” are the main funding sources 
in this setting to “help pay for some of the programming and supplies” that the 
participants need to support their clients. Without access to grants that allow for 
continuation of these programs, occupational therapy would not be able to expand their 
practice into resettlement.  
Access to Resources. Refugee resettlement tends to be a highly collaborative 
setting, working with social workers, medical doctors and nurses, interpreters, volunteers, 
government contractors, and more. When working within a non-traditional setting with 
opportunities for interprofessional practice, occupational therapy practitioners often find 
themselves having to “prove” their worth as well as simultaneously establishing the 
foundation and role of occupational therapy practice within this new setting. Despite 
efforts being made, the field and diverse scope of ‘occupational therapy’ is still quite 
unknown, especially outside of traditional occupational therapy settings. Participants 
stated, “communicating the value of occupational therapy to collaborative professionals 
opens more doors for us.” Participants indicated that having supportive and insightful 
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staff was integral in expanding and establishing an occupational therapist’s role 
especially, when there is at least one insightful non- OT professional who allies 
themselves as collaborators with the occupational therapy profession. When this 
individual is invested in making occupational therapy referrals it reciprocally expands the 
opportunity for more resettled refugees to receive therapeutic services. Participant 2 
reported that the reaction she often hears from other professions is “oh, you do that?” to 
which she replies, “it’s the breadth of what we have to offer”—further advocating for the 
role of OT.  
 By nature, when one is practicing within an emerging practice area there lacks 
specific research pertaining to that field. Most research and literature that guided 
occupational therapy practice emerged from other disciplines such as social work and 
resources from population specific organizations such as the UNHCR or USCRI. 
Participants extensively examined existing research on impacts of trauma, resettlement, 
and coping skills. The USCRI handbook has been used as a guide to “create an 
appropriate list of coping skills (i.e. drink tea, meditate, read your religious document, 
dance, play music, fix something, cooking, cleaning, gardening)” for the needs of this 
population (Participant 2).   
Client Context- The Refugee Context. It is not the sole efforts of an 
occupational therapist that lead to a successful transition but rather a culmination of 
collaborative effort between the client and occupational therapist. Similar to any other 
setting, the client context of each person impacted the therapeutic context. Study 
participants spoke of these efforts: “a lot of times … the motivation [of refugees] was [to 
find and do] work” (Participant 2) “the group …has a strong sense of community…and 
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have very strong connections to their cultural traditions” (Participant 1) that motivate 
them to want to succeed.  
One of the most interesting findings was the lack of emphasis language played in 
providing services. Although the language barrier existed, the participants explained 
“there’s plenty of things you can teach without speaking the same language because 
you’re demonstrating or you’re drawing pictures, you’re gesturing, you’re using the few 
words they do know, or you learn a few words in their language” (Participant 1). The 
important aspect was being creative and innovative throughout the therapeutic process to 
develop meaningful rapport.  
Practitioner Factors and Personal Context. As practitioners, we choose what 
setting and population to specialize in. Each of the three participants had experiences that 
led them to actively choose to work in an emerging practice, furthering the occupational 
therapy profession. One of the goals within this research was to understand what personal 
motivations led each participant to work within refugee resettlement. Participant 1 stated, 
“I’ve always found other cultures interesting. It was a way to build upon their own 
cultural understandings of the world—a means to have a reciprocal relationship of 
sharing cultures.” Other participants explained how their education, research, and 
experiences coincided with the needs of refugees. Participant 3 explained how many 
refugees, especially those with disabilities, were “struggling to have their needs met” and 
that was what motivated her to “get more invested in the field.” These intersectional 
identities and experiences that generalized and overlapped within populations is how the 
occupational therapists started getting involved in refugee resettlement work and 
research.   
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 One of the common qualities the participants had was their acknowledgement of 
privilege and dedication towards becoming a more culturally responsive practitioner. 
Patience, cultural humility, being aware, persistent, and a strong advocate were some of 
the adjectives used to describe necessary characteristics of working within the refugee 
resettlement settings (Participant 1, 2, 3). Resettlement is a setting where a lot of tasks 
need to be completed inter-professionally and although “everybody's in a rush” it was 
critical for occupational therapists to “take a deep breath with [the clients] and to feel like 
that you are present with them” (Participant 2). Participants shared how their 
understandings and values have adapted throughout working with resettled refugees 
stating, “you just realize how privileged people like me are,” referring to how lucky she 
is to have a home, a stable income, and a job (Participant 1). One of the participants 
shared an experience that provided perspective into the differences of cultural and social 
contracts within the United States in comparison to refugee camps—especially within 
children. She explained,  
They didn’t know how to be a student. So, the kids are just running up and down 
the hallways. They’d never been taught, like we socialize kids to stand in line at 
the lunchroom. They were used to just sharing things like a soccer ball and 
learned that a soccer ball is everybody’s soccer ball, so they’d get accused of 
stealing when they didn’t think of it as stealing. Or they’d pick up a bicycle, ride 
it for a while, and lay it back down (Participant 1).  
Being able to acknowledge differences in societal norms without prescribing judgement 
is critical when occupational therapists work with populations of different cultures.  
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 All participants acknowledged the impact their education had on their practice. 
They explained that the fundamental occupational therapy courses that focused on 
practicing meaningful occupations and advocating for the profession were most critical in 
the development as practitioners. Additional curriculum that was helpful included course 
content that focused on reimbursement and insurance.  
Education. Entry level occupational therapy education fosters a holistic 
perspective when working with clients. Occupational therapists are trained to seek client 
specific information: what their “needs are, strengths are, motivations are” (Participant 
2).  Participants reported that having an occupational therapy education allowed them to 
better serve the refugee population. Occupational therapists are trained to capture a 
holistic representation of the client by assessing all contexts of their lives, beyond what is 
focused during occupational therapy sessions. Occupational therapy education aims to 
build confidence and competence in practitioners to make them feel “confident when 
working with this population” (Participant 2). Learning the role of occupational therapy 
and how to advocate for the profession were also integral components of the participant’s 
education. Participant 2 stated, “it was important to really know the details of our 
profession in both broad and very specific terms” especially working in unique settings 
that required more advocacy.  
Participant 2 stated, “you have to review the theories. The schematic is so 
important to know your unique contribution to an interdisciplinary team.” The theories 
outline what approach to take as a practitioner, what goals could be attainable for the 
client, and what systems impact the therapeutic relationship. Participants reported that 
they drew upon theories such as the Model of Human Occupations (MOHO) and the 
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social ecological framework to guide their practices. The social ecological framework 
works especially well within this setting as it dives into the individual’s personal context 
as well as “the family or the small group level at the community level and at the level of 
the policy environment” (Participant 3). 
Barrier Themes 
The United States Government. The supports that the participants identified in 
the previous sections are not enough to ensure a successful transition. Systemic and 
legislative structures that detail what it takes to become resettled in the United States acts 
as major barriers, inhibiting successful resettlement. Working with this population is 
highly political. The number of refugees accepted into the United states has fluctuated 
from presidency to presidency. The president in collaboration with the congress decides 
how many refugees the country will admit in for the year (American Immigration 
Council, 2020). The Trump Administration set their ceilings to range 20,000-52,000 
admissions lower than that of the preceding Obama Administration (American 
Immigration Council, 2020). The goals that the federal government and office of refugee 
resettlement lays out “influences the goals we create for our clients and the demands 
placed on the support team” (Participant 1). Participant 1 stated that the “more macro 
systemic [structures create] incredible limitation on the services they [refugees] get” thus, 
impacting the goals she sets for her clients.  
Participants experienced that refugee resettlement funds are always the first thing 
to be cut in federal agencies. One of the participants reports the past “couple of months 
with zero people coming in because the Trump administration demanded that any states 
that were accepting refugees had to go through a bunch of hoops” thus making it difficult 
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for the states to support resettlement. Again, the attitudes and policies of a given 
governmental admission greatly affect the experiences of refugees. Currently, the affect 
is negative and the support professionals that are working diligently to ease transition 
burdens are having a much more difficult time.  
The goal of resettlement is to have refugees become independent as fast as 
possible. Upon arrival they are met with copious amounts of paperwork in a foreign 
language they have trouble understanding. They are expected to obtain a job quickly to 
become the American ideal of ‘self-sufficiency’. This ableist perspective disregards the 
diversity in abilities to be able to achieve the ‘American’ ideal of sufficiency. The 
“American” value encourages clients to “learn… or regain the abilities to do things by 
themselves with as little help as possible” – expectations for refugee resettlement being 
no different (Schell, Scaffa, Gillen, & Cohn, 2014, p. 55). Refugees are “expected to be 
employed…but they don’t have time to go to English class or to learn skills to get a job 
that’s not minimum wage”. Additionally, refugees “should be coming into this country all 
set up with our federal entitlements (social security card, Medicaid health insurance, food 
stamps, WIC for women and children)…as long as everything goes smoothly, they 
should have those resources…[until] they get their feet on the floor. There used to be six 
months guarantee…but I think that’s been cut…to like three months”.  
The Scope of Occupational Therapy- “What’s occupational therapy?!”. 
Participants lamented the fact that occupational therapy is often overlooked compared to 
other rehabilitation team counterparts. Especially within an emerging setting where 
occupational therapy influence is traditionally miniscule to nonexistent, there requires a 
need for constant advocacy and explanation of what the profession has to offer. 
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Establishing the role of occupational therapy is increasingly challenging within the 
refugee resettlement setting as occupational therapy practitioners receive critiques such 
as, “we already do that”. Occupational therapists reported, “there’s certainly no job 
postings for it…it’s a piecemeal thing” (Participant 2). Participants explained that 
occupational therapists have more time to work individually with the clients compared to 
other team members such as case workers or social workers. Occupational therapists 
focus on novel and meaningful activities within sessions while conducting a task analysis 
to grade the therapeutic activity to be easier or harder, finding the ‘just right challenge’.  
Over time organizations started to take notice of the differences in occupational 
therapy instruction versus another professional’s instruction. Participant 1 explained,  
a lot of [caseworkers] spend too long a time doing things for their clients [and so] 
maybe they don’t have time to take them through the steps of doing [tasks] and 
teaching it to them. So, there’s a delay in people becoming as independent as they 
could. Sometimes they just don’t have the time. 
This exposed the need for an activity specialist that just focuses on training and teaching 
refugees how to complete novel tasks. It is within the occupational therapy domain and 
distinct value of the profession to foster autonomy by engaging and doing.  
This setting warrants many opportunities to work with other professions. 
Collaborators, such as medical doctors, lack insight into what warrants an occupational 
therapy referral within this setting. Participant 2 explained that there is a need for 
collaborators to, “have a good understanding” of what occupational therapy is and as an 
extension, “what the red flags that might generate an OT referral would be”—referring to 
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physical manifestations of trauma, physical disabilities, and etc. where occupational 
therapists could play a major role in rehabilitation efforts.  
Two out of the three participants started working with this population as a 
volunteer and found that the role of ‘volunteer’ to be a double edge sword. One of the 
participants pointed out, “the problem with volunteering isn't once they get to see you 
being for free, then they figure that's great”. Volunteering is effective in introducing the 
resettlement team to recognizing the value of occupational therapy but when you offer a 
service for free, it’s difficult to convince them to spend money on it down the road.  
We are an expensive profession… we are a very generous profession. We are put 
in a stewardship position where we’re just going to go help these people because 
we have the skills to do so… but that doesn’t do our profession any much good 
(Participant 2). 
Participant 2 stated that exposing reimbursement is the key to the legitimization of the 
profession in an emerging area such as this. Without being able to secure reliable and 
dependable streams of reimbursement to sustain occupational therapy practice, it 
becomes difficult for more occupational therapy practitioners to expand practice into this 
setting. 
Reimbursement Systems. There is no question that there are many systemic 
barriers to working with resettled refugees. Reimbursement systems (i.e. the Refugee 
Medical Assistance) and refugee/ asylum seeker legislation are systems that occupational 
therapists have to newly navigate and familiarize themselves. Often, refugees have little 
to no monetary assets when immigrating to the United States. This aid is insufficient to 
functionally benefit the resettled refugees. One of the roles of an occupational therapist 
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becomes navigating “how [refugees] are going to get some free dental care… or a bicycle 
to get around” (Participant 1). This role as a resource specialist is especially important as 
learning how to stretch the funds is “hard for [newly resettled refugees] to figure out” 
(Participant 1). As professionals stepping into the setting of transitional rehabilitation, 
one of the responsibilities becomes to either know the ‘answers’ or provide a way to find 
the answer to logistical scenarios (i.e. how to find transportation, how to grocery shop). 
This is a difficult task for “us to figure out” stated participant 1 but found that therapists 
“have to know” what to do because the resettled refugees “have no idea” (Participant 1). 
Money is one of the biggest barriers in refugee resettlement—for both the clients 
and practitioners. Figuring out how to pay occupational therapists when there is already 
very little money to go around to piecemeal reimbursement together, finding occupational 
therapy not included on grants the organization submits, to still needing a doctor’s 
referral for occupational therapy services are some of the barriers to reimbursement that 
the participants explained. 
Lack of Access to Resources. All three of the participants are pioneers within 
occupational therapy refugee resettlement—meaning they took initiative to start a 
program or research to cater to the needs of resettlement. In doing so, they reported a lack 
of occupational therapy specific literature on resettlement. In asking how they guide their 
practice, one participant answered “I just use my head…there are no how-to instruction 
book…on best practice approaches. There are articles…but that’s all we’ve really had to 
work with”. They recognize that occupational therapists working in this niche setting are 
“less than 10” and they do regard themselves as resources. One participant explained, “I 
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don't really have [a mentor or a resource person…in terms of…daily operations of how 
this works…I don't really have anyone I turn to because there's no one else doing it”.  
The lack of resources in this field is not limited to occupational therapy, case 
workers and other professionals within the resettlement team are often overworked. 
Participant 1 reported, “even small things…[case workers] don't actually read the notes 
when we send them to them. They're willing to admit that because they're very busy and 
they just don't feel like they have time”. Communication between the interprofessional 
team poses as a challenge especially when representing a refugee with dimensional 
differences as “disability services are disconnected from refugee services” (Participant 3). 
This means that refugees with disabilities have a significantly more challenging time 
coordinating the services they require.   
There are surprisingly varied ways of communication yet, occupational therapists 
reported, “we [still] have a lot of problems with interpretation…and some languages you 
can’t even find an interpreter…there is no interpreter”. Options for communicating when 
the therapist and patient does not speak the same language include: 1) gesturing/body 
language, 2) interpretation services, 3) colloquial and common words. Most often 
therapists use a mix of all three methods but still report “even through phone services, 
interpretation services, [communication] can be really difficult”. Participant 3 brought up 
how there is an added economical barrier within communication to “hire and train a 
reliable interpreter”.  
Client Context. Resettling in a foreign country as a result of forced displacement 
is a challenging process. Each country has its own set of social contracts, rules/ 
regulations, language, and culture that may seem very different to the concepts that one 
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has familiarity with. One of the major barriers when working with this population was the 
abstract concept of time. Participant 1 reported, “the whole concept of time and 
scheduling time is very cultural, and they don’t necessarily understand how to do 
that…they may not be able to read a calendar” therefore making scheduling occupational 
therapy sessions difficult. Another participant stated, “refugees have a really, and this is a 
large, broad statement, but I've found that time management was something kind of brand 
new to them. If they were coming from [refugee] camps, they pretty much knew how the 
sun moved across the sky” and that was the primary way they tracked the time 
(Participant 2). Participants stated that sometimes clients are “not available”, others are 
“very consistently available and you can get a lot done with them, but other people are 
just not home when you are there”. Scheduling appointments and being able to 
cognitively plan how to organize one’s day is a skill often focused on in occupational 
therapy sessions. 
Along with the difficulty understanding the concept of time, newly resettled 
refugees have many other commitments including trying to find a job, filing documents, 
etc., making occupational therapy clientele retention difficult. “Time management and 
scheduling conflicts …[are] the biggest reason for drop off” stated Participant 2. “A lot of 
it is just timing and so a lot of times work schedules conflicted [with therapy] …[and] 
even if it wasn't that their work schedule completely overlapped, they maybe had worked 
second or third shifts. And so, this was the time that they needed to rest” (Participant 2).  
Federal entitlement systems such as the Refugee Medical Assistance, Refugee 
cash assistance, and food stamps are not livable aid systems. Participant 1 explained,  
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We have very high rent [and] a housing shortage. So [refugees] get refugee cash 
assistance for a certain period of time… To help one gentleman understand 
money management [navigating paying for rent, utilities, necessities] we had a 
budget sheet. We had the International Rescue Committee fill out what this 
family’s income was versus expenses looked like. And so, there was a certain 
amount of money coming in and we showed that to him in bills and then we took 
away from that pile what their rent was. He had $14 left for getting food. They get 
food stamps because they are in poverty—like anybody else at that income level 
they have access to food stamps. But as far as everything else, including utility 
bills, there was only $14 left. So, I don’t even know how they do it. 
The system in which this country places this population upon arrival is one of poverty. 
“They are in poverty… and so we’ve trapped them into this cycle of poverty early on. 
That’s the U.S. system and that’s a problem” stated Participant 1. This cycle, that is 
greater than the micro-context of the occupational therapist, creates a problematic and 
cyclical system of poverty that poses a paradoxical challenge to both client and therapist. 
The question becomes, how can therapists and other professionals practice a life of 
livable functionality in sessions when knowing that this population is often stuck in a 
tunneled system which does not support it.  
Educational Needs in Entry Level Programs. “I don't think my entry level 
education adequately prepared me” stated Participant 2. Participant 3 stated, 
“occupational therapy programs do not prepare students to think beyond the environment 
of the home, the family, the school or the workday” and recommended fostering systemic 
thinking to examine “environmental barriers to occupational participation that go beyond 
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the political or the built environment”. All three participants had diverse educational 
backgrounds but commonly all experienced a lack in occupational justice education 
within their respective entry level degrees. “Occupational justice is a topic that is heavily 
covered in some programs and not at all in others” stated participant 1. The participants 
realize that not everybody will work with a refugee in their career but pointed out that 
they will definitely work with diverse populations of varying language abilities and 
cultures. Participant 3 shared that it is “very difficult to squish all of this information into 
a master's program” and thinks that an entry level occupational therapy doctorate 
program has opportunities to “create elective tracks in addition to the general education, 
offering a certificate [in topics such as] assistive technologies, …trauma informed care, 
and culturally responsive care”. Therefore, Participant 3 suggested that there should be an 
increased focus on generalizable practice areas of grant writing and working with 
interpreters. Within this setting specifically, the main funding source was through grant 
writing and therefore, the participants found themselves wishing they learned more about 
understanding the “full process of [grant writing]”—from what happens when the grant 
leaves “[their] hands to what the foundations are looking for”. They also emphasized the 
importance of learning how to work with interpreters. Participant 1 stated, “you may 
never work with a refugee, but you will work with immigrants and people who don’t 
speak English”. The participants recognized that working with interpreters is a specific 
skill and stated, “you really have to learn not just experience [how to] be able to work 
with an interpreter effectively especially with this kind of vulnerable population”.  
Recommendations from Participants 
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Participants recommended for more entry level programs to cover occupational 
justice as a topic. Although the “skills that you need to work with in refugee resettlement 
are the same skills you're getting with regular OT education”, there still lacks a cultural 
responsivity component to existing education (Participant 1). On a personal level, 
participant 2 suggested “being exposed to similar[ly diverse] population[s] is really 
important (e.g., prison system, psychiatric population)” helps to build skills as a 
practitioner wanting to work within resettlement or with other populations as it provides a 
perspective into the diversity of human experiences. Occupational therapist jobs within 
resettlement are sparse, and therapists suggested the possibility of looking for job 
opportunities that are not distinctively for occupational therapists. Participants suggested 
utilizing advocacy skills to convey the value of why an occupational therapist would be 
the best suited for that specific resettlement job instead stating, “be a strong advocate… 
be persistent… make your point and craft a very articulate email about how OT will 
really save them time. Play to their needs” (Participant 2).  
As a suggestion to future resettlement programs, the participants suggested the 
preference of operating directly under the resettlement organization/ agencies rather than 
through third-party reimbursement models as “most of what we do is not [traditionally] 
health care related” and therefore, not reimbursable through insurance (Participant 1). 
Working under refugee programs also allows for more structured therapy as it sets up a 
concrete role for an occupational therapist. Therapists also desired a more routine role 
within resettlement stating, “I would love if these federal agencies more recognized the 
profession… and required a meeting with an OT like a doctor’s visit… as a part of the 
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required battery for the medical intake…a designated OT portion to that intake” 
(Participant 2). 
Participants provided advice to occupational therapists looking to work within 
resettlement. Participants emphasized the importance of being compassionate, a strong 
advocate for both the clients and the profession and practicing with cultural humility. 
“You have to be persistent” to be heard in this setting by being direct and “playing to the 
needs” of team members (Participant 2). The setting is constantly influenced by 
legislature, political climate, and the world thus, as an occupational therapist working 
within resettlement one must be dedicated to staying “aware” of “the different trajectories 
of the journey [a resettled refugee] could take before entering with land of resettlement” 
(Participant 3). Occupational therapy practice, especially within refugee resettlement, is 
innately diverse. Each client you work with will have complex identities that makes each 
person unique therefore, it is critical for one to “be informed [without] being assuming” 
(Participant 2). Participant 3 stated you “meet people with various cultural operatives and 
views that might not align with your own… you just have to figure out how to navigate 
that dynamic by being a responsible and compassionate occupational therapist” 
(Participant 3). Similarly, Participant 2 explained that she benefits from mindfully 
practicing client centered practice by “not overly research [or] analyze how I expect a 
person to be” and instead being patient and present with learning who each client is and 
what makes them who they are.  
Participants describe working within refugee resettlement as “incredibly 
rewarding” (Participant 3) and that it is “the best place for occupational therapists to be” 
(Participant 2) as it closely aligns with the professional vision. Participant 3 shed light on 
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the reality that it “does not pay well” compared to working in traditional setting such as 
“outpatient rehab, school system or long-term care” and hypothesized that without 
securing reliable reimbursement methods it is difficult to sustain occupational therapy 
practice. Therefore, in looking forward to the future of occupational therapy practice 
within resettlement, participants advise creating a foundation for occupational therapy 
practice to be deeply imbedded within resettlement programs and the community. This 
means having occupational therapy “intakes” (Participant 2) similarly to a check-up or 
becoming advocates to start a communal area for refugees and immigrants of similar 
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Chapter 5: Discussion 
The results of the interviews indicate that there are multi-systemic influences that 
impact an occupational therapist’s ability to practice within this setting. Refugee 
resettlement is an emerging field within occupational therapy and focuses its efforts to 
aid resettled refugees to develop skills necessary to become as independent as possible. 
Occupational therapists within this setting also acknowledge the implications of trauma, 
both pre-and post-migration, and work with the resettled refugees holistically to ease 
transition burdens. This chapter is dedicated into delving into the meaning of the 
findings, limitations and strengths, and study implications. Discussion of the research is 
focused on the Dr. Urie Bronfenbrenner’s Ecological Systems Model. This model is ideal 
for examining an individual’s systemic influences that affect their lived experiences. 
Each tier of the Ecological Systems Model impacts their environment and how they 
interact within the world they live in.  At the end of the discussion, we proposed an 
adapted theory from the Ecological Systems Model named the Lived Experience Model.  
The Macrosystem 
The macrosystem is an intricate system of influences that affects the individual’s 
behavior (Santrock, 2007). The macrosystem is a set of larger systems that affects the 
individual yet, the individual themselves have little control over. This includes 
legislation, cultural values, and customs within the environment that individuals live 
within and abide by (Santrock, 2007).  
The ‘American’ Value. The United States of America has evolved and shifted 
throughout the years. In current years, there has been an increase in xenophobic, anti-
immigrant rhetoric and behavior leading to a shift in the ‘American’ attitude. Research 
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shows that Trump’s election caused “an anomalous spike in hate crimes” as the president 
defended and condoned racist and xenophobic behavior (Williamson & Gelfand, 2019, 
para. 3).  The occupational therapy profession and most occupational therapists often 
remain apolitical not taking sides with the intention of not offending either side. ‘It’s not 
our job to be political’ is a phrase we hear too often. As Martin Luther King Jr. once 
stated, “he who passively accepts evil is as much involved in it as he who helps to 
perpetrate it. He who accepts evil without protesting against it is really cooperating with 
it” (Blanford, 2019, para. 4).  This means that taking an apolitical stance is as damaging 
as it is to be on the side of the oppressor willingly ignoring injustices. Choosing not to be 
involved in legislation, regulation, immigration is a disservice not only to the patients but 
also to the profession. These are things that greatly affect occupational therapy practice 
and the lived experiences of all people regardless of being a refugee or not. Increased 
involvement in macrosystemic change could be the key to greater legitimizing the role of 
occupational therapy and advocacy for the profession. What needs to be done is to hold 
the government to a higher standard, advocate for the needs of vulnerable populations, be 
the catalysts that demands more. Occupational therapists have a unique power- housed in 
concrete sciences as well as sciences that highlight the human experience, occupational 
therapy has the position to defend what needs to be accessible for all people regardless of 
citizenship, race, socioeconomic status, and so forth.  
Beyond the standards placed upon by the government, working within an 
American system where value is placed on individualism is a difficult expectation to 
fulfill.  There is a societal and cultural push towards refugees becoming independent as 
quickly as possible—without clear guidelines of what ‘success’ looks like in resettlement. 
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As occupational therapists working within this American system, the participants had to 
shift their practice styles to match the expectations of ‘American’ values.  They 
“enact[ed] professional responsibilities to confront multilevel problems with occupation-
centered solutions that reflect sound theory, research, and critical reasoning to create 
progressive interventions that address occupational needs of marginalized people” (Wood 
et al., 2005, p. 382). The occupational therapists realize that the problems they face as 
practitioners is out of their control and therefore, choose to take a microsystem approach 
to a macrosystemic issue. The system expects refugees to provide service and express 
gratitude but is not investing in the individuals to provide them with adequate skills to 
achieve financially stability. 
Health Care in the United States. The United States is one of the most applied 
countries to seek refuge in (UNHCR, 2020). Yet the need for resettlement continues to 
grow, the United States’ admission ceilings have been downward trending since the 
1990’s (Table 3).  
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Table 3. U.S. Annual Refugee Resettlement Ceilings and Number of Refugees Admitted, 
1980-Present (Migration Policy Institute, 2020). 
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Compared to other high-income democracies, the United States provides the 
“lowest level of welfare generosity… and health care access” (Bambra, Smith, & Pearce, 
2019, p.38). Bambra and colleagues (2019) report that millions of Americans are ‘under-
insured’ with medical and health needs unmet—a phenomenon not uncommon for 
resettled refugees as well suggesting a larger systemic and structural issue within our 
political system. Resettled refugees represent a growing population of health care 
consumers within the American health care system requiring a variety of services and 
support upon resettlement but within a system that is unable to adequately provide. 
Bambra et al. (2019) urges the necessity of providing “political economy perspectives on 
health and inequalities [as they are] rarely engaged… [in] health literature and tend to 
[be] overlook[ed]… [as] structural drivers of disease, ill health and well-being” (p.38). 
Health literature, including occupational therapy literature, lacks a systemic perspective 
on health and well-being leaving practitioners ill-prepared for working with vulnerable 
populations. A population’s health is influenced and dictated by the political system and 
these “social, political and economic structures and relations that are often outside the 
control of the individuals they affect” are the “causes of the causes of the causes” of 
geographical health inequalities (Bambra et al., 2019, p.38). Macro level policies 
influence local level management. For resettled refugees, the admission ceiling, refugee 
assistance programs and entitlements, and etc. are all under the authority of the political 
system. As occupational therapists working within that system, we are limited to the 
constraints of the freedoms decided at the federal level. Participants explained how 
entitlement programs were simply not enough to sustain and support resettlement and 
how they felt overwhelmed by having to navigate a therapeutic environment within a 
RESETTLEMENT AS A COMPLEX SYSTEM 
 
81 
broken system. Economic reform and increased investment in health care” are sustained 
via a political decision, beyond the therapeutic scope but macro level actions such as 
“analyzing how macro level factors impact locally ... [and] refocus[ing] on upstream, 
political, economic and policy drivers” should be considered (Bamba et al. 2019, p.39).   
Exosystem 
The macrosystemic and exosystemic influences interact with each other through a 
broader societal lens causing an indirect effect on an individual’s experience (Berk, 2000; 
Paat, 2013). The Exosystem includes social relationships within the broader 
neighborhood and community (Paat, 2013). The broader community’s attitudes and 
acceptance of refugees, immigrants, and on a broader spectrum, people of color, 
influences the lived experience of those individuals (Paat, 2013). When there is “public 
support for cultural diversity” within the greater community, immigrants including 
refugees have more success “navigating their communities” (Paat, 2013, p. 960).  
The Occupational Therapy profession. Occupational therapy is a flexible and 
adaptable profession that addresses many clients’ needs. At its core, occupational therapy 
helps people achieve the things they want to do, need to do, or are expected to do within a 
therapeutic context. Hammond (2004) states that the role of an occupational therapist is 
to improve a client’s “ability to perform daily occupations, facilitate successful 
adaptations to disruptions in lifestyle, prevent losses of function and improve or maintain 
psychological status” (p. 491). This traditional belief is heavily influenced by 
biomechanical theories and the medical model. Although the medical model has led to 
the legitimatization of the profession as an integral part of a rehabilitative team, the 
profession is in midst of shifting back to “our roots” to be more holistic and community- 
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based (Holmes & Scaffa, 2009, p. 195). Baum (2000) generalized this phenomenon to the 
greater health care community stating, “the goal… is to plan or manage health care 
delivery” through a progression from an “institution-centered medical model… to a 
community-based sociopolitical model” (p. 12). In doing so, occupational therapy, as a 
profession, is moving away from the medical model and back to its roots of employing a 
multifaceted approach towards interventions (Cole & Tufano, 2008). Holmes & Scaffa 
(2009) states, “we return to our [occupational therapy] roots… being change makers 
rather than servants of a consumer society” (p. 195). Participants of this study embody 
the expansive abilities of occupational therapy as a profession taking considerations into 
the multiple systems that affect their client’s outcomes.  
This versatility, within an emerging setting such as refugee resettlement creates a 
challenge in establishing clear roles for occupational therapists. When interviewing the 
occupational therapists, most of their roles revolved around being a community specialist 
and as a professional who addresses new and complex instrumental activities of daily 
living within a therapeutic context. Occupational therapists working within resettlement 
primarily worked on higher cognitive tasks such as community integration, transportation 
management, basic and instrumental activities of daily living, home management, time 
management, and money management.  
This means that occupational therapists now not only closely examine the person, 
environment, and occupations but also aim to understand the intricate and dynamic 
systems that makes a person unique. Occupational therapy is a “generous” profession 
stated one of the participants and all of the participants got involved in expanding the 
occupational therapy scope of practice into this setting due to their interest in learning 
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about other people’s culture as well as through identifying the need for services.  It is 
critical that our theories and models that guide our practice shifts with the evolving of 
profession.  
The distinct value that occupational therapists bring to the resettlement team is task 
analysis. Task analysis refers to the intentional breakdown of an activity that allows the 
therapists to choose and design steps in a variation of complexity that correspond to the 
patient’s level of ability (Allen, 1982). Per participants, this specialized skill led to more 
successful outcomes compared to when facilitated by other resettlement professionals. 
Existing literature introduces the idea of “occupations as a medium for change” (Wood, 
Hooper, & Womack, 2005, p. 382). Interacting and indulging in meaningful occupations, 
provided participants a vessel to “improve development, quality of life, and health in a 
new practice environment” (Wood et al., 2005, p. 382).  
 American Occupational Therapy Association. Participants consistently 
expressed the value of AOTA recognizing occupational therapy scope of practice within 
refugee resettlement. AOTA position papers on refugee resettlement assist practitioners 
on establishing the role of the emerging practice as well as its future course (Holmes & 
Scaffa, 2009). The future development and growth of occupational therapy involvement 
is heavily influenced by continued “professional dialogue” and regional/national support 
from accrediting bodies (Holmes & Scaffa, 2009, p. 202).                                
Emerging Practice. Refugee resettlement is an emerging field within 
occupational therapy and being so, there are both supports and barriers that are contingent 
with emergent practice. As an emerging practice, there lacks foundational work 
establishing the role, resources, and values of the profession. There is a need for 
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occupational therapy services within this setting, yet little existing evidence-based 
knowledge exists on what occupational therapists do in resettlement. Participants 
reported a lack of occupational therapy specific literature as well as occupational therapy 
mentorship within this specific emerging setting. Consistent with literature on emerging 
settings, some of the biggest barriers to working within emerging practice were limited 
“professional regulation, scope of practice, professional isolation, lack of sufficient 
evidence-based research” and consistent stream of funding (Holmes & Scaffa, 2009, p. 
202). Participants had various additional roles working in refugee resettlement compared 
to other ‘traditional’ settings—case manager, job coach, mental health advocate, 
community resource specialist, and counselor to name a few. Literature also supports this 
finding stating that occupational therapy practitioners who work in emerging settings 
“often need to acquire skills in marketing, business management, and program 
development, which necessitate a commitment of time and financial resources” (Holmes 
& Scaffa, 2009, p. 202).  
Working within emerging practices has its challenges but it also provides 
freedoms. Holmes & Scaffa (2009) state that occupational therapists working within 
emerging practice, had opportunities for professional growth “demonstrating the value of 
the profession” as well as opportunities for “creativity, independence, and collaboration 
with other professionals, service members, and community members” (p. 202). Literature 
also notes financial benefits to working outside of the third-party reimbursement’s highly 
regulatory system (Holmes & Scaffa, 2009). Although supported by literature, the three 
participants did not perceive this to be a benefit to working within emerging practice but 
rather a challenge that hindered practice. 
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There are other similar settings within occupational therapy that aligns closely 
with the demands of this emerging setting. Literature on community-based rehabilitation 
(CBR), especially from the disability research community, proves to be comparative as it 
provides foundational knowledge on how to structure community-based rehabilitation. 
CBR emphasizes the importance of incorporating all members to optimize rehabilitative 
efforts including the “the people with disabilities themselves, their families and 
communities, and the appropriate health, education, vocational, and social services” 
(Fransen, 2005, p. 167). Additionally, CBR’s objective is to “ensure that people with 
disabilities are empowered to maximize their physical and mental abilities, have access to 
regular services and opportunities and become active, contributing members to their 
communities and societies” – a goal that resettled refugees have as well (Fransen, 2005, 
p. 167). CBR takes a “multisectoral” collaborative approach with a foundation of 
inclusiveness emphasizing “dignity, equal opportunity, and equal rights” (Fransen, 2005, 
p. 169).  Although the populations may be different, the core components of community-
based rehabilitation and existing literature on community-based occupational therapy is 
in line with the needs of the resettled refugee populations. Similar to this the refugee 
resettlement setting, therapists working within CBR have barriers such as “initiatives 
remaining restricted to pilot areas, with little or no integration in national policies, and in 
lack of resources for training community workers and sustaining the programs…poor 
links between community and referral systems, [and] the lack of participation of disabled 
peoples’ organizations” hindering their ability to achieve successful outcomes (Fransen, 
2005, p. 169).  There is a lack of resettlement specific occupational therapy research, but 
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a wealth of applicable knowledge exists, such as CBR research, that can be extracted to 
support resettlement practice.  
Advocacy. The health care arena has become increasingly competitive as health 
care becomes more commercialized. In recent years, lack of effective occupational 
therapy advocacy had consequences such as being left off the Protecting Access to 
Medicare Act of 2014 (Pub. L. 113-93). As the role of media and public perception 
becomes integral in the longevity of professions, other professions have adapted skills in 
“political entrepreneurism, grassroots advocacy, and targeted media portrayal” (Walsh, 
2018, p. 2). The results of this research as well as existing literature shows there “still 
exists a significant struggle by the profession [both internally and externally] to project a 
clear [and accurate professional] identity” (Walsh, 2018, p. 6). This challenge trickles 
down to the provider as therapists find themselves constantly explaining the role of 
occupational therapy. In the case of the participants, allied professionals’ supports were 
integral in growing the caseload, yet, there still lacked a general sense of support and 
understanding of why occupational therapy needs to be there.  The therapists made it 
seem like their collaborators, who would refer their clients to occupational therapists, 
found occupational therapy services to be an accessory to the care they are already 
receiving rather than an equal necessity.  
Mesosystem 
The mesosystem is the interpersonal relationships of different microsystems 
(Berk, 2000; Paat, 2013). This includes the socialization of the microsystems such as 
between families, peers, co-workers, clients and how they collide with one another (Paat, 
2013).  
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The overlapping context of the refugee population. Current resettlement 
research shows that refugees face multi systemic barriers post-migration that impact their 
occupational participation. To combat these barriers, refugees receive health and 
behavioral health services, housing, language classes, legal representation, and work 
opportunities with the goal of reaching self-sufficient work employment, language 
acquisition, and social integration but still experience significant barriers to achieve 
‘successful’ resettlement (Asgray & Smith, 2013; Dubus, 2018).  
Microsystem 
The microsystem is the most immediate system to the individual and it contains 
comprises of the relationships, interactions, and contacts within the individual’s 
immediate environment (Berk, 2000). Bronfenbrenner (1979) defines it as “a pattern of 
activities, roles, and interpersonal relations experienced by the developing person in a 
given setting with particular physical and material characteristics” (p. 22). The 
microsystemic influences have direct and intimate relationships with the individual, 
therefore, more “susceptible to change” (Paat, 2013). 
Therapist’s values. Implications of working in a setting with a vulnerable 
population include dedication and commitment to continuously be learning to diversify 
knowledge. It is not only enough to acknowledge the privilege but also unpack what that 
means and how that affects the therapeutic process. There are things that can be 
generalized about the refugee experience, but in doing so it is also important to 
acknowledge the diversity of it as well. Refugees can originate from any country in hopes 
to seek safe haven. Factors such as what occurred pre-immigration, post- immigration, 
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where they are relocated, what traumas they have experienced can be vastly different 
from one person to another.   
Chronosystem 
Chronosystem is time- it encompasses how time (past, present, and future) 
influences the individual (Berk, 2000). As a therapist working with another individual, 
we must consider the chronosystemic influences (e.g., pre- migration trauma) when 
working with resettled refugees. This system investigates the influences of life transitions 
and what experiences were critical to understanding the persona as a whole (Paat, 2013).  
 Occupational therapy education. Participants perceived their general 
occupational therapy education as a support structure aiding their practice. General skills 
learned in entry level programs aim to prepare students with a clinical foundation to work 
with diverse populations and settings. Entry level education aims to provide students with 
opportunities to engage in client contexts that influence the person, environment, and 
their occupations (Baum et al., 2010). Occupational therapy education also aims to 
educate students on professional and interpersonal behaviors to foster comprehensive 
techniques to be able to work in a variety of settings. Participants of the study expressed 
that the theories that they learned in school and the ability to effectively communicate 
and “sell” the profession was one of the biggest takeaways from their education.  
Entry Level Programs. Participants reported that entry level occupational 
therapy education supported general occupation therapy practice but not specifically for 
working with refugee populations. Participants reported that higher level degrees, such as 
Ph.D.’s, better supported the specific need of working with vulnerable populations such 
as resettled refugees. 
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Contrasting my hypothesis, the participants reported specific curriculum needs 
rather than generally stating the need for more occupational justice education. 
Participants realize that occupational therapy education is diverse—occupational justice 
can be heavily covered in some programs and not at all in others. In knowing the 
diversity of programs and their limitations, participants advocated for the implementation 
of two critical topics (e.g., how to work with an interpreter, grant writing). These critical 
topics are useful no matter what setting or geographical area one might work in. On the 
other hand, this diversity in learning experiences also means there are gaps in education 
and that many students lack the opportunity to discuss the complex interaction of systems 
that influence the lived experience of vulnerable populations such as resettled refugees. 
Although participants did not state whether working within refugee resettlement is an 
entry level job or not, one can deduce that there are certain challenges working within 
emerging practice areas such as lack of occupational therapy mentorship. When asked 
what advice they would give to occupational therapy practitioners wanting to get 
involved in resettlement they reported key interpersonal skills of working in resettlement.   
Reimbursement systems. Participants also expressed the complexity of 
reimbursement systems, wishing that it was covered more in their entry level programs. 
Especially in a setting where funding sources are variable, it becomes increasingly 
important to know how one can get reimbursed. Participants urged for increased content 
not only on familiar reimbursement systems (i.e., Medicaid and Medicare) but also 
lesser-known reimbursement systems (i.e., Refugee Medical Assistance).  
 Interpreters. 61.6 million people in the United States has limited English 
proficiency (Lor, Bowers, & Jacobs, 2019, p. 820; Zong & Batalova, 2015). Historically, 
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interpreters were regarded as “‘instruments’ [who] simply pass the message” (Avery, 
2001, p. 4; Lor et. al., 2019, p. 821). Now, especially in refugee resettlement programs, 
interpreters play a critical role in patient-provider relationships as “cultural brokers” 
acting as a bridge between the two cultures whilst, “encouraging the establishment of 
rapport and trust” (Lor et al., 2019, p. 821). Interpreters are in unique positions as 
“conduits between the patient and provider” yet they must “refrain from interrupting or 
interjecting themselves into the conversation” (Lor et al., 2019, p. 824). They are 
expected to interpret “precisely and completely” without “omitting, adding, or 
substituting anything” (Lor et al., 2019, p. 824). This standard is prioritized especially in 
medical settings to ensure “medical standards of accuracy” (Lor et al., 2019, p. 824). In 
settings where the role of interpreters is established, providers tend to expect interpreters 
to perform beyond their scope of practice therefore, working with interpreters is a special 
skill that requires training (Lor et al., 2019). Specifically, in refugee resettlement work, 
interpreters have the added responsibilities outside their scope of practice of being a 
liaison to explain the cultural collides and differences between the provider and the 
patient (Dubus, 2015). Current literature warrants for provider level education as there 
are “therapeutic challenges” working with interpreters (Dubus, 2015, p.650). Literature 
suggests education should include explaining the role of interpreters and how to 
collaborate with them (Lor et al., 2019).   
Implications to Theories 
The research provides insight into the relationship between the person and 
multisystemic environmental structures. Most utilized occupational therapy theories 
focus on immediate environmental and personal systems and lacks emphasis on how 
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systems outside of the immediate scope of the patient or therapist impacts the lived 
experience of individuals.  Below is a critique on two popular theories, the Ecology of 
Human performance model and the Ecological Systems model, followed by a suggestion 
for a new model, the lived experience model.  
The Ecology of Human Performance. The Ecology of Human Performance 
[EHP] is a theory created by Winnie Dunn that targets task performance by examining 
the transactional relationship between the person, the task, the context, and the 
environment (Dunn, Brown, & McGuigan, 1994). This together helps to understand the 
depth and complexity of the human occupation. EHP states that “tasks are universally 
available to everyone … [and] the performance range is made up of those tasks that are 
meaningful and purposeful to the person” (Cole & Tufano, 2008, p. 119). This interaction 
together creates a sense of meaningfulness in one’s life (Cole & Tufano, 2008). Dunn 
takes an ability/skill specific approach towards analyzing the various tasks that a person 
engages in and their ability to do so (Cole & Tufano, 2008). This means that the person 
themselves are also responsible for the tasks that are unavailable to them (Cole & Tufano, 
2008). This theory’s connotation does not account for socio-political factors that may 
also influence a person’s performance range. EHP aims to identify each person’s “unique 
traits and qualities into society by modifying the surrounding conditions” (Cole & 
Tufano, 2008, p. 122). But what do you do when, the society itself is the problem? For 
example, being Black in today’s United States greatly influences one’s performance 
range but, being Black is not a personal skill or ability that one has control over. 
Therefore, is uninfluenceable. It is not one’s ‘blackness’ that creates oppression but 
rather, the political climate’s interaction with the environment and individual which 
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limits one’s performance range. Some positive components of EHP includes the author’s 
commitment towards “social justice—that all people of all abilities deserve to be included 
in all of society” (Cole & Tufano, 2008, p. 122). This key characteristic makes it a great 
source of inspiration for my new theory.  
The Ecological Systems Model. The Ecological Systems Model was created by 
Urie Bronfenbrenner, an American psychologist in 1979. Originally created to examine 
child development, the ecological model consists of five systematic tiers: microsystem, 
mesosystem, exosystem, macrosystem, and chronosystem (Onwuegbuzie et. al., 2013). 
Each tier aims to understand how certain systems influences a person’s everyday life. The 
ecological systems model is helpful to conceptualize the ‘big picture’ systemic 
inequalities that an individual face beyond the scope of personal factors that influence’s 
an individual’s experiences within systems. As a psychology theory the Ecological 
Systems Model currently lacks examination into a person’s meaningful occupations. 
Ecological Systems Model is one of the few models that emphasizes the impact that 
legislation or culture can have on the individual and there is no occupational therapy 
equivalent to this model. Therefore, it is imperative for occupational science theories to 
start including systems as integral components as it depicts the client’s environment more 
accurately.  
Introducing the Lived Experience Model. The theory inspired by this research is 
coined as the Lived Experience Model [LEM] (Figure 4). 
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Figure 4. Lived Experience Model adapted from Ecological Systems Model 
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This theory was largely adapted from the Ecological Systems Model but focused on a 
wider audience. Instead of delving into childhood development, the adapted model is 
applicable to all persons, but especially for those with intersectional identities. The LEM 
recognizes that each individual is made up of various personal factors that are 
internalized and learned through lived experiences. The LEM also acknowledges 
important client contexts that make the individual who they are. This includes body 
structures, body functions, and values/ beliefs/spirituality and etc. which is similarly 
found in the OTPF (AOTA, 2020). Similar to the roots of occupational therapy my values 
and beliefs are communicated in this new theory. It is strongly centered around 
occupational justice and being able to recognize the indispensable notion that there is 
privilege and oppression. LEM recognizes that the world is not an equal space and thus, 
occupations, performance, and access is vastly variable depending on the individual. 
Each individual life within systems (microsystem, mesosystem, exosystem, 
macrosystem, and chronosystem) creates a cascading effect on the client’s perceived 
experience with each influencing all the other systems. The LEM also recognizes that a 
client is never static. They are not the same person that they were in the past and is not 
the same person they will be in the future. Therefore, the personal factors and systems 
have the opportunity to change as time shifts. Interactions of different systems creates 
different experiences for individuals and therefore, consequently creates a system of 
privilege and oppression.  
Both of the mentioned factors together (i.e., the five systems and personal factors) 
influence a client’s performance range. Depending on how privileged or how oppressed a 
person is by the systems they interact with, the performance range is widened or 
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narrowed, respectively. Access and willingness to engage in occupations are limited or 
increased due to how their systems interact with each other. People will innately stay 
within their comfortable performance range as it is interpreted by the individual as ‘safe’ 
or ‘accessible’.  
Notice how there is no occupational therapist or health care provider imbedded in the 
model. This is because I believe that although we are an integral piece in a client’s 
journey, the therapist is not the one ultimately making the change. Rather, it is the client. 
We are part of their systems. This model encapsulates my understanding of being human. 
Therefore, this is the model that most accurately represents how I will practice 
occupational therapy. As occupational therapy becomes a more holistic practice, I believe 
that we will need to go broader and wider to fully understand the scope of human 
experience.  
Limitations 
There exist limitations within this research study. The research was conducted by 
a first- time researcher under guidance of three faculty mentors using an informal 
interview style. Therefore, the researcher’s lack of experience in qualitative research may 
result in increased interviewer error. Limitations were mitigated through mentored 
research as thesis advisors acted as a resource to the researcher. The researcher brings her 
own implicit biases and connotations and as the only person coding and interpretating the 
data, there may be a higher level of interpreter error. While qualitative research is not 
intended to be generalizable to a broader population, the researcher reported findings 
using thick, rich description including raw data (direct quotations) to support the reader in 
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determining similarity between the study’s and their own contexts, thereby enhancing 
transferability from the former to the latter (Yin, 2016). 
Overall, there is a need for more research on occupational therapists’ roles within 
refugee resettlement work as current literature is insufficient. The participants echoed this 
need calling for more applicable research, theories, and models that can guide practice 
within this emerging setting. One of the biggest questions that arose from the research is 
how occupational therapists work within an imperfect system. Extending beyond refugee 
resettlement, the question shifts to the greater health care community to how we as 
professionals can aim to ‘improve’ the circumstances when the problems are deeply 
entangled beyond the scope of the therapist. Further research is required to fully 
understand what steps can be taken to reduce the transition burden of resettled refugee 
that encompasses the need of both practitioners and refugees. Specifically, within 
occupational therapy research, there requires further research to establish whether an 
apolitical agenda impacts occupational therapy advocacy and practice.  
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Chapter 6: Summary, Conclusion, and Recommendations 
This study explored occupational therapists’ perceptions of systematic supports, 
barriers, and provided interventions when working within refugee resettlement in the 
United States.  
Themes emerged related to barriers to practice were noted as lack of knowledge 
of the profession of occupational therapy, lack of reimbursement and funding, lack of 
formal education on perceived areas of need for success, such as grant writing, working 
with interpreters, regulations/legislation impacts on practice and advocacy, and lack of an 
OT community doing the work. Themes brought forth related to supports revolved 
around the profession in general such as OT’s distinct value and extensive scope of 
practice. Subjects felt the OT domain of practice allowed for them to meet their clients’ 
needs from basic American cooking and shopping, to assisting in navigating the complex 
paperwork required for their existence here. Participants identified personal context as a 
theme, their own and that of their clients. Their personal interest in other cultures, 
personal reflections on their own privilege, and the clients’ resilience, and work ethic 
were brought forth as strengths. Participants discussed implications for the profession. 
Conclusion 
This study provided a glimpse into the refugee resettlement setting. More research 
needs to be completed for a fuller understanding to be brought forth. Implications for 
occupational therapy included a push towards inclusive education surrounding areas of 
occupational justice, cultural humility, and personal reflections. Although the refugee 
resettlement setting is an emerging area for the occupational therapy profession, what it is 
trying to accomplish is the epitome of occupational justice and therefore by extension 
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occupational therapy. The inclusive nature of the profession extends beyond borders to 
help all who are experiencing occupational deprivation including refugees.  
Addressing the perceived barriers and supports there are for health professionals 
provides insight into the lived experience of resettled individuals. The experience is a 
complex, political, and sensitive topic as it unveils the ineffective systems that we have in 
our country. Occupational therapy is an inclusive profession that provides services to 
maximize health, wellbeing, and quality of life for all people, all populations, and all 
communities through finding effective solutions that facilitates participation in everyday 
life. This inclusive nature of the profession extends beyond borders, to help all who are 
experiencing occupational deprivation. Therefore, it is important to recognize the 
possibility of Occupational therapy to become an asset to the resettlement team.  
Future studies in occupational therapy should aim to establish an accurate role for 
occupational therapy practice and the analysis for further systemic research to better 
understand what challenges and acquiesces practice. Future studies in occupational 
science should aim to explore the occupational therapist-patient relationship and the 
impact it may have on transition outcomes.   
  




Accreditation Council for Occupational Therapy Education (2018). ACOTE accreditation 
standards. Retrieved from https://acoteonline.org/accreditation-
explained/standards/ 
AlHeresh, R., Bryant, W., & Holm, M. (2013). Community-based rehabilitation in 
Jordan: Challenges to achieving occupational justice. Disability Rehabilitation, 
35, 1848-52. doi: 10.3109/09638288.2012.756944 
Allen, C. K. (1982). Independence through activity: The practice of occupational therapy 
(psychiatry). American Journal of Occupational Therapy, 36(11), 731-739. 




American Occupational Therapy Association. (2014). Occupational therapy practice 
framework: Domain and process (3rd ed.). American Journal of Occupational 
Therapy, 68(Suppl. 1), S1-S48.http://dx.doi.org/10.5014/ajot.2014.682006 
American Occupational Therapy Association. (2020). Occupational therapy practice 
framework: Domain and process (4th ed.). American Journal of Occupational 
Therapy, 74(2), http://doi.org/10/5014/ajot.2020.74S2001 
The Arizona Refugee Resettlement Program (n.d.). The refugee journey from flight to 
resettlement [PDF Document]. Retrieved from 
https://des.az.gov/sites/default/files/media/RRP_Flowchart_0.pdf 
RESETTLEMENT AS A COMPLEX SYSTEM 
 
100 
Asgary, R., & Smith, C. L. (2013). Ethical and professional considerations providing 
medical evaluation and care to refugee asylum seekers. American Journal of 




Ayón, C. (2018). “Vivimos en jaula de oro”: The impact of state-level legislation on 
immigrant Latino families. Journal of Immigrant & Refugee Studies, 16(4), 351–
371. https://doi.org/10.1080/15562948.2017.1306151 
Avery, M.P.B. (2001). The role of the health care interpreter: An evolving dialogue. The 
National Council on Interpreting in Health Care. Retrieved from 
https://memberfiles.freewebs.com/17/56/66565617/documents/The%20role_of_h
ealth_care_interpreter.pdf  
Bambra, C., Smith, K. E., & Pearce, J. (2019). Scaling up: The politics of health and 
place. Social Science & Medicine, 232, 36–42. 
https://doi.org/https://doi.org/10.1016/j.socscimed.2019.04.036 
Baum, C.M. (2000). Occupational- based practice: Reinventing ourselves for the new 
millennium. OT Practice, 52(1), 12-15. 
Baum, C., Barrows, C., Bass-Haugen, J. D., Chasanoff, D., Dale, L., Jenkins, G., ... & 
Harvison, N. (2010). Blueprint for entry-level education. The American journal of 
occupational therapy: official publication of the American Occupational Therapy 
Association, 64(1), 186-194. 
Berk, L.E. (2000). Child Development (5th ed.). Boston, MA: Allyn and Bacon.  
RESETTLEMENT AS A COMPLEX SYSTEM 
 
101 
Bernal, D. D. (2002). Critical race theory, Latino critical theory, and critical race- 
gendered epistemologies: Recognizing students of color as holders and creators of 
knowledge. Qualitative Inquiry, 9(1), 105-126.  
Best Places. (n.d.). Cost of living in Washington. Retrieved from 
https://www.bestplaces.net/cost_of_living/state/washington 
Bing, R K. (1981). Occupational therapy revisited: A paraphrastic journey. American 
Journal of Occupational Therapy, 35,499-518.  
Blanford, S. (2019, January 20). MLK Speaks powerfully to us in 2019. Seattle Times. 
Retrieved from https://www.seattletimes.com/opinion/mlk-speaks-powerfully-to-
us-in-2019/ 
Braveman, P., & Gruskin, S. (2003). Defining equity in health. Journal of Epidemiology 
and Community Health, 57, 254-258. 
Bronfenbrenner, U. (1979). The ecology of human development: Experiments by nature 
and design. Cambridge, MA: Harvard University Press.  
Brymer, M. J., Steinberg, A. M., Sornborger, J., Layne, C. M., & Pynoos, R. S. (2008). 
Acute interventions for refugee children and families. Child and adolescent 
psychiatric clinics of North America, 17(3), 625-640. 
Carter, N., Bryant-Lukosius, D., DiCenso, A., Blythe, J., & Neville, A. J. (2014). The use 
of triangulation in qualitative research. Oncology Nursing Forum, 41(5), p. 545+. 
https://link.gale.com/apps/doc/A382806651/AONE?u=nysl_sc_ithaca&sid=AON
E&xid=348b2dad 
Centers for Disease Control and Prevention [CDCP]. (2012). General refugee health 
guidelines. Retrieved from 





Christiansen, C.H., & Haertl, K. (2014). A contextual history of occupational therapy in 
Schell, B., Gillen, G., Scaffa, M., & Cohn, E. (Eds.). Willard & Spackman’s 
Occupational Therapy (12th ed.). (p.9-34). Philadelphia, PA: Wolters 
Kluwer/Lippincott Williams & Wilkins. 
Clark, F. A., Parham, D., Carlson, M. E., Frank, G., Jackson, J., Pierce, D., ... & Zemke, 
R. (1991). Occupational science: Academic innovation in the service of 
occupational therapy’s future. American Journal of Occupational Therapy, 45(4), 
300-310. 
Cole, M. & Tufano, R. (2008). Applied theories in occupational therapy: A practice 
approach. Thorofare, N.J.: Slack Incorporated. 
Coletta, O. (2018). Refugee camps: Poor living conditions and their effects on mental 
health. Retrieved from 
https://sites.duke.edu/refugeementalhealth/2018/03/27/refugee-camps-poor-
living-conditions-and-their-effects-on-mental-health/ 
Columbia Law School (2017). Kimberlé Crenshaw on Intersectionality, More than Two 





RESETTLEMENT AS A COMPLEX SYSTEM 
 
103 
Connor-Schisler, A. M., & Polatajko, H. J. (2002). The individual as mediator of the 
person‐occupation‐environment interaction: Learning from the experience of 
refugees. Journal of Occupational science, 9(2), 82-92. 
Copley, J., Turpin, M., Gordon, S., & McLaren, C. (2011). Development and evaluation 
of an occupational therapy program for refugee high school students. Australian 
Occupational Therapy Journal, 58, 310-316. doi:10.1111/j.1440-
1630.2011.00933.x 
Crenshaw, K. (1991). Mapping the Margins: Intersectionality, Identity Politics, and Violence 
against Women of Color. Stanford Law Review, 43(6), 1241-1299. 
doi:10.2307/1229039 
Creswell, J.W. (2013). Qualitative inquiry and research design: Choosing among five 
traditions. (6th Ed). Thousand Oaks, CA: Sage.  
Driver, C., & Beltran, R. (1998). Impact of refugee trauma and children’s occupational 
role as school students. Australian Journal of Occupational Therapy, 45, 23-38. 
Dubus, N. (2015). Interpreters’ subjective experiences of interpreting for refugees in 
person and via telephone in health and behavioural health settings in the United 
States. Health & Social Care in the Community, 24(5), 649–656. https://doi-
org.ezproxy.ithaca.edu/10.1111/hsc.12270 
Dubus, N. (2018). Integration or building resilience: What should the goal be in refugee 
resettlement? Journal of Immigrant & Refugee Studies, 16(4), 413–429. 
https://doi.org/10.1080/15562948.2017.1358409 
RESETTLEMENT AS A COMPLEX SYSTEM 
 
104 
Dubus, N., & Davis, A. (2018). Culturally effective practice with refugees in community 
health centers: An exploratory study. Advances in Social Work, 18(3), 874–886. 
https://doi-org.ezproxy.ithaca.edu/10.18060/21731 
Dunn, W., Brown, C., & McGuigan, A. (1994). The ecology of human performance: A 
framework for considering the effect of context. American Journal of 
Occupational Therapy, 48, 595-607. 
Durocher, E. Gibson, E., & Rappolt, S. (2014). Occupational justice: A conceptual 
review. Journal of Occupational Science, 21:4, 418-430, doi: 
10.1080/14427591.2013.775692 
Eres, F., & Aslan, F. (2017). Analysis of leisure time activities of Syrian children in 




Environmental Justice Foundation. (2016). Beyond borders: our changing climate- its 
role in conflict and displacement. Retrieved from 
https://ejfoundation.org//resources/downloads/BeyondBorders-2.pdf 
Fraenkel, I., & Tallant, B. (1987). Mostly me: A treatment approach for emotionally 
disturbed children. Canadian Journal of Occupational Therapy, 54, 59- 65. 
Fransen, H. (2005). Challenges for occupational therapy in community-based 
rehabilitation: Occupation in a community approach to handicap in development. 
In Kronenberg, F., Simó- Algado, S., Pollard, N.(Eds.), Occupational therapy 
RESETTLEMENT AS A COMPLEX SYSTEM 
 
105 
without borders: Learning from the Spirit of Survivors (166-182). London: 
Elsevier Churchill Livingstone.  
Gilroux, H. A. (1982). Theory and resistance in education: A pedagogy for the 
opposition. Boston: Bergin & Garvey.  
Guba, E.g., (1990). The paradigm dialog. Newbury Park, CA: Sage.  
Guba, E. G. (2004). Authenticity criteria. Encyclopedia of social science research 
methods, 44-46. 
Gupta, J. (2013). Special theme issue: Occupation, well- being and immigration. Journal 
of Occupational Science, 20 (1), 1–2.  
Hammond A. (2004, Aug). What is the role of the occupational therapist? Best practice & 
research. Clinical Rheumatology, 18(4):491-505. doi: 10.1016/j.berh.2004.04.001. 
Heffron, J. (2020). Overview of rigor (trustworthiness) in qualitative research [Class 
handout]. Ithaca, NY: Ithaca College. 
Heptinstall, E., Sethna, V., & Taylor, E. (2004). PTSD and depression in refugee children: 
Associations with pre-migration trauma and post-migration stress. European 
Child & Adolescent Psychiatry, 13, 373-380. 
Holmes, W.M., & Scaffa, M. E. (2009). The nature of emerging practice in occupational 
therapy: A pilot study, Occupational Therapy in Health Care, 23(3), 189-206. 
doi: 10.1080/07380570902976759 
Homeland Security. (2017). Annual flow report refugees and asylees: 2017. Retrieved 
from 
https://www.dhs.gov/sites/default/files/publications/Refugees_Asylees_2017.pdf 
RESETTLEMENT AS A COMPLEX SYSTEM 
 
106 
Huot, S., Kelly, E., & Park, S. J. (2016). Occupational experiences of forced migrants: A 
scoping review. Australian Occupational Therapy Journal, 63(3), 186–205. 
https://doi.org/10.1111/1440-1630.12261 
ICE Learning Center. (n.d.). What is the occupational therapy practice framework?  
https://www.icelearningcenter.com/ot-practice-framework 
International Organization for Migration. (2019). Glossary on migration [PDF 
Document]. Retrieved from 
https://publications.iom.int/system/files/pdf/iml_34_glossary.pdf 
Kilgore, D. W. (2001). Critical and postmodern perspectives in learning. In S. Merriam 
(Ed.), The new update on education theory: New directions in adult and 
continuing education. San Francisco: Jossey- Bass.  
Kohls, L. R. (1984). The values Americans live by. Washington, DC: Meridian House 
International. 
Kronenberg, F., & Pollard, N. (2005). Overcoming occupational apartheid: A preliminary 
exploration of the political nature of occupational therapy. In F. Kronenberg, S. 
S. Algado & N. Pollard (Eds.), Occupational therapy without borders: Learning 
from the spirit of survivors (Vol. 1, pp. 58–86). London: Churchill Livingstone 
Elsevier. 
Kronenberg, F., Simó- Algado, S., Pollard, N. (2005). Occupational therapy without 
borders: Learning from the Spirit of Survivors. London: Elsevier Churchill 
Livingstone.  
Lincoln, Y. S., Lynham, S. A., & Guba, E. G. (2011). Paradigmatic controversies, 
contradictions, and emerging confluences, revisited. In N. Denzin and Y. S. 
RESETTLEMENT AS A COMPLEX SYSTEM 
 
107 
Lincoln (Eds.), The Sage handbook of qualitative research (pp. 97–128). 
Thousand Oaks, CA: Sage. 
Lor, M., Bowers, B. J., & Jacobs, E. A. (2019). Navigating challenges of medical 
interpreting standards and expectations of patients and health care professionals: 
The interpreter perspective. Qualitative Health Research, 29(6), 820–832. 
https://doi-org.ezproxy.ithaca.edu/10.1177/1049732318806314 
Lynaugh, J. E. (Ed.). (2000). Nursing History Review, Volume 8, 2000: Official 
Publication of the American Association for the History of Nursing (Vol. 8). New 
York: Springer Publishing Company. 
Migrant and Refugee Women’s Health Partnership. (2019). Culturally responsive clinical 
practice: Working with people from migrant and refugee backgrounds [PDF 




Migration Policy Institute. (2020).  U.S. annual refugee resettlement ceilings and number 
of refugees admitted 1980-present. State Department Bureau of Population, 
Refugees, and Migration. Retrieved from 
www.migrationpolicy.org/programs/data-hub/charts/us-annual-refugee-
resettlement-ceilings-and-number-refugees-admitted-united  
Mirza, M. (2012). Occupational upheaval during migration: Findings of global 
ethnography with refugees with disabilities. OTJR: occupation, participation, and 
health, 32(1), S6-S14.  
RESETTLEMENT AS A COMPLEX SYSTEM 
 
108 
Mirza, L. (2013). Barriers to Healthcare Access Among Refugees with Disabilities and 
Chronic Health Conditions Resettled in the US Midwest. Journal of Immigrant 
and Minority Health, 16(4), 733–742. https://doi.org/10.1007/s10903-013-9906-5 
Mirza, M., & Heinemann, A. (2012). Service needs and service gaps among refugees 
with disabilities resettled in the United States. Disabilities and Rehabilitation, 
34(7), 542–552. https://doi.org/10.3109/09638288.2011.611211 
Mirza, M. P., Kim, Y., Stoffel, A., Carroll, T., & Magaña, S. (2015). Social participation 
and disability among children from underserved immigrant and nonimmigrant 




Mirza, M., Luna, R., Mathews, B., Hasnain, R., Hebert, E., Niebauer, A., & Mishra, U. 
D. (2014). Barriers to healthcare access among refugees with disabilities and 
chronic health conditions resettled in the US Midwest. Journal of immigrant and 
minority health, 16(4), 733-742. 
Morris, M., Popper, S., Rodwell, T., Brodine, S., & Brouwer, K. (2009). Healthcare 
barriers of refugees post-resettlement. Journal of Community Health, 34(6), 529–
538. https://doi.org/10.1007/s10900-009-9175-3 
National Achieves Foundation. (n.d.). Refugee act of 1980.Retrieved from 
https://www.archivesfoundation.org/documents/refugee-act-1980/ 
RESETTLEMENT AS A COMPLEX SYSTEM 
 
109 
National Immigration Forum. (2020). Factsheet: U.S. Refugee Resettlement [PDF 
Document]. Retrieved from https://immigrationforum.org/wp-
content/uploads/2020/09/Refugee-Factsheet-_Final_Updated-FY20.pdf  
NASA. (n.d.). The effects of climate change. https://climate.nasa.gov/evidence/ 
Nguyen, V.T. (2018). Introduction. In Nguyen, V.T. (Eds.), The displaced: Refugee 
writers on refugee lives with new essays (11-22). New York: Abrams Press.  
Nguyen, V.T. (2019). Refugeetude: When does a refugee stop being a refugee. Social 
Text, 37(2), 109–131. https://doi.org/10.1215/01642472-7371003  
Nice, D. S., Garland, C. F., Hilton, S. M., Baggett. J. C., & Mitchell, R. E. (1996). Long-
term health outcomes and medical effects of torture among US navy prisoners of 
war in Vietnam. JAMA, 276(5). 375-381.  
Nies, M., Lim, W., Fanning, K., & Tavanier, S. (2016). Importance of interprofessional 
healthcare for vulnerable refugee populations. Journal of Immigrant and Minority 
Health, 18(5), 941-943. 
Office of Refugee Resettlement. (2014). Journey to resettlement in the United States 
[PDF Document]. Retrieved from https://www.acf.hhs.gov/orr/resource/office-of-
refugee-resettlement-annual-report-to-congress-2014 
Office of Refugee Resettlement (2019). Health insurance. Retrieved from 
https://www.acf.hhs.gov/orr/health  
Office of Refugee Resettlement (2012). The refugee act. Retrieved from 
https://www.acf.hhs.gov/orr/resource/the-refugee-act 
Onwuegbuzie, A., Collins, K., & Frels, R. (2013). Foreword: Using Bronfenbrenner’s 
ecological systems theory to frame quantitative, qualitative, and mixed research. 
RESETTLEMENT AS A COMPLEX SYSTEM 
 
110 
International Journal of Multiple Research Approaches, 7(1), 2–8. 
https://doi.org/10.5172/mra.2013.7.1.2 
Paat, Y. (2013). Working with immigrant children and their families: An application of 
Bronfenbrenner’s ecological systems theory. Journal of Human Behavior in the 
Social Environment, 23(8), 954–966. 
https://doi.org/10.1080/10911359.2013.800007 
Patton, M.Q. (2002). Qualitative research & evaluation methods (3rd ed). Sage 
Publications.  
Peloquin, S. M. (1989). Moral treatment: Contexts considered. American Journal of 
Occupational Therapy, 43(8), 537-544. 
Philbrick, A. M., Wicks, C. M., Harris, I. M., Shaft, G. M., & Van Vooren, J. S. (2017). 
Make refugee health care great [Again]. American Journal of Public 
Health, 107(5), 656–658. https://doi.org/10.2105/AJPH.2017.303740 
Phipps, S. (2018, April 19). The future of occupational therapy: Vision 2025 [Conference 





Phys.org. (n.d.). Rising seas could result in 2 billion refugees by 2100. Retrieved from 
https://phys.org/news/2017-06-seas-result-billion-refugees.html  
The Psychology Notes HQ. (2019). What is Bronfenbrenner’s ecological system’s theory? 
https://www.psychologynoteshq.com/bronfenbrenner-ecological-theory/ 
RESETTLEMENT AS A COMPLEX SYSTEM 
 
111 
Reed, H. E., & Barbosa, G. Y. (2017). Investigating the refugee health disadvantage 
among the US immigrant population. Journal of Immigrant & Refugee 
Studies, 15(1), 53-70. 
Refugee Processing Center. (2020). Refugee admissions report [Microsoft Excel 
Document]. (2020). Retrieved from https://www.wrapsnet.org/admissions-and-
arrivals/  
Russell, C., Gregory, D., Ploeg, J., DiCenso, A., & Guyatt, G. (2005). Evidence-based 
nursing: A guide to clinical practice. St. Louis, MO: Elsevier Mosby. 
Saha, S., Beach, M. C., & Cooper, L. A. (2008). Patient centeredness, cultural 
competence and healthcare quality. Journal of the National Medical 
Association, 100(11), 1275–1285. doi:10.1016/s0027-9684(15)31505-4 
Santrock, J.W. (2007). A topical approach to life-span development (3rd Edition). New 
York: N.Y.  
Schell, B., Gillen, G., Scaffa, M., & Cohn, E. (Eds.). (2014). Willard & Spackman’s 
Occupational Therapy, 12th ed. Philadelphia, PA: Wolters Kluwer/Lippincott 
Williams & Wilkins. 
Simó-Algado, S., Mehta, N., Kronenberg, F., Cockburn, L., & Kirsh, B. (2002). 
Occupational therapy intervention with children survivors of war. Canadian 
Journal of Occupational Therapy, 69(4), 205-217. 
Singh, S., Sylvia, M., & Ridzi, F. (2015). Exploring the literacy practices of refugee 
families enrolled in a book distribution program and an intergenerational family 
literacy program. Early Childhood Education Journal, 43(1), 37-45. 
doi:10.1007/s10643-013- 0627-0  
RESETTLEMENT AS A COMPLEX SYSTEM 
 
112 
Smith, Y. J., Cornella, E., & Williams, N. (2014). Working with populations from a 
refugee background: An opportunity to enhance the occupational therapy 
educational experience. Australian Occupational Therapy Journal, 61(1), 20-27. 
Suareaz-Balcazar, Y., Mirza, M., & Garcia- Ramirez, M. (2017). Health disparities: 
Understanding and promoting healthy communities. Journal of Prevention and 
Intervention in the Community, 46(1), 1-6.  
Temi (Version 1.2) [Software]. Available at https://www.temi.com/ 
Tomlin, G., & Borgetto, B. (2011). Research pyramid: A new evidenced-based practice 
model for occupational therapy. American Journal of Occupational Therapy, 62, 
189-196. doi: 10.5014/ajot.2011.000828 
Townsend, E. A., & Whiteford, G. (2005). A participatory occupational justice 
framework: Population-based processes of practice. In Kronenberg, F., Simó- 
Algado, S., Pollard, N. (Eds.), Occupational therapy without borders: Learning 
from the Spirit of Survivors (110-125). London: Elsevier Churchill Livingstone.  
Trimboli, C., & Taylor, J. (2016). Addressing the occupational needs of refugees and 
asylum seekers. Australian Occupational Therapy Journal, 63, 434-437. 
doi:10.1111/1440-1630.12349 
United Nations High Commission for Refugees. (2004). Handbook for reparation and 
reintegration activities. Retrieved from https://www.unhcr.org/411786694.pdf 
United Nations High Commission for Refugees. (2013). FAQs about resettlement [PDF 
Document]. Retrieved from https://www.unhcr.org/524c31666.pdf  
RESETTLEMENT AS A COMPLEX SYSTEM 
 
113 
United Nations High Commission for Refugees. (2018). UNHCR global trends forced 
displacement in 2017 [PDF Document]. Retrieved from 
https://www.unhcr.org/5b27be547.pdf  
United Nations High Commission for Refugees. (2020). UNHCR global trends forced 
displacement in 2019 [PDF Document]. Retrieved from 
https://www.unhcr.org/5ee200e37.pdf  
U.S. Committee for Refugees and Immigrants (USCRI). (n.d.). Security screening of 
refugees admitted to the united states [PDF Document]. Retrieved from 
https://rcusa.org/wp-content/uploads/2019/11/USCRI-Security-Screenings-
2016.pdf  
Van Ommeren, M., Sharma, B., Sharma, G. K., Komproe, I., Cardeña, E., & de Jong, J. 
T. (2002). The relationship between somatic and PTSD symptoms among 
Bhutanese refugee torture survivors: examination of comorbidity with anxiety and 
depression. Journal of Traumatic Stress: Official Publication of The International 
Society for Traumatic Stress Studies, 15(5), 415-421. 
Walsh, W. E. (2018). Investigating public perception of occupational therapy: An 
environmental scan of three media outlets. The American Journal of Occupational 
Therapy, 72(3), 1-10. 
http://dx.doi.org.ezproxy.ithaca.edu:2048/10.5014/ajot.2018.024513 
Washington State Department of Social and Health Services. (n.d.). Refugee cash 
assistance. Retrieved from https://www.dshs.wa.gov/esa/community-services-
offices/refugee-cash-assistance 
RESETTLEMENT AS A COMPLEX SYSTEM 
 
114 
Wells, S. A., Black, R. M., & Gupta, J. (2016). Model for cultural effectiveness. In S. A. 
Wells, R. M. Black, & J. Gupta (Ed.), Culture and occupation: Effectiveness for 
occupational therapy practice, education, and research (3rd ed., p. 65–79). AOTA 
Press. 
Whiteford, G. E. (2005). Understanding the occupational de\privation of refugees: A case 
study from Kosovo. Canadian Journal of Occupational Therapy, 72, 78-88. 
doi:10.1177/000841740507200202  
Wilcock, A.A. & Townsend, E.A. (2009). Occupational justice. In E.B. Crepeau, E.S. 
Cohn & B.A. Boyt Schell (Eds.), Willard & Spackman’s occupational 
therapy (11th ed., pp. 192-199). Baltimore: Lippincott Williams & Wilkins. 
Williamson, V., & Gelfand, I. (2019). Trump and racism: What do the data say? 
Retrieved from https://www.brookings.edu/blog/fixgov/2019/08/14/trump-and-
racism-what-do-the-data-say/ 
Winlaw, K. (n.d.). Making the connection: Why refugees and asylum seekers need 
occupational therapy services. Occupational Therapy NOW, 19(4), 18-19. 
https://www.caot.ca/document/5748/Making%20the%20connection%20Why%20
refugees%20and%20asylum%20seekers.pdf 
Wood, W., Hooper, B., & Womack, J. (2005). Reflections on occupational justice. In 
Kronenberg, F., Simó- Algado, S., Pollard, N.. (Eds.), Occupational therapy 
without borders: Learning from the Spirit of Survivors (378-389). London: 
Elsevier Churchill Livingstone.  
Worabo, H. J., Kuei-Hsiang Hsueh, Yakimo, R., Worabo, E., Burgess, P. A., & 
Farberman, S. M. (2016). Understanding refugees’ perceptions of health care in 
RESETTLEMENT AS A COMPLEX SYSTEM 
 
115 
the United States. Journal for Nurse Practitioners, 12(7), 487–494. 
https://doi.org/10.1016/j.nurpra.2016.04.014 
World Health Organization. (n.d.). Frequently asked questions. Retrieved from 
https://www.who.int/about/who-we-are/frequently-asked-questions 
World Federation of Occupational Therapy [WFOT]. (2012). About occupational 
therapy. Retrieved from  https://www.wfot.org/about-occupational-therapy 
Yau, M. K. S. (1997). The impact of refugee resettlement on Southeast Asian adolescents 
and young adults: Implications for occupational therapists. Occupational Therapy 
International, 4(1), 1-16. 
Yaribeygi, H., Panahi, Y., Sahraei, H., Johnston, T. P., & Sahebkar, A. (2017). The 
impact of stress on body function: A review. Journal of experimental and clinical 
sciences.16, 1057–1072. https://doi.org/10.17179/excli2017-480 
Yin, R. K. (2016). Qualitative research from start to finish (2nd ed.). New York: The 
Guilford Press. 
Zoerhof, L.P. (1994). The impact of resettlement on occupational roles of daily living: A 
study of Laotian refugees living in south suburban Chicago. (Unpublished 
dissertation). Rush University School of Nursing, Chicago, Illinois. 
Zong, J., & Batalova, J. (2015). The limited English proficient population in the United 
States in 2013. Retrieved from https://www.migrationpolicy.org/article/limited-
english-proficient-population-united-states-2013  
  
RESETTLEMENT AS A COMPLEX SYSTEM 
 
116 
Appendix A: IRB Approval Letter 
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continued oversight. Should the project be continued beyond the semester, you may do so 
without additional involvement with IRB provided that the same procedures as described 
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Appendix B: Informed Consent Form 
Title of the Study: Perceived Supports and Barriers of OT's when addressing 
Resettlement as an Occupation. 
Principal Investigator: Hana Motoki, OTS, Ithaca College 
Faculty Advisor: Melinda Cozzolino OTD, OTR/L, MS, CRC, BCN, Ithaca College 
Invitation to Participate in a Research Study 
You are invited to participate in a research study. In order to participate, you must be a 
registered/ practicing OT of 3+ years, have experiences of working with refugees for at 
least 1-5 years, must be working within American Health care system, and must be able 
to participate in a verbal interview in English via face to face, phone, skype, FaceTime, 
or Zoom. Taking part in this research study is voluntary. You are not required to 
participate in this study. You may stop or withdraw your participation from this study at 
any time.   
Important Information about this Research Study 
Purpose of the study: The study is being conducted to identify barriers and supports of 
OT’s practicing with Resettled Refugees.   
If you choose to participate, you will be asked to: participate in a verbal interview in 
English either face to face, phone call, skype, FaceTime, or Zoom from the interviewer in 
an empty room.  
The total time commitment for participation is an hour and a half.  
Risks and discomforts associated with this research: The interviewer will ask questions to 
the interviewee. If, you feel uncomfortable in any way during the interview session, you 
have the right to decline to answer any question or to end the interview. 
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Direct benefits to the participants: You will receive a $25 Amazon gift card for 
participating in the interviews.  
Please read this entire form and ask questions before deciding whether you would like to 
participate in this research study.  
1. Purpose of the Study 
The purpose of this research is to identify, and report perceived barriers and supports 
of practicing Occupational therapy practitioners when treating the resettled refugee 
population. In doing so, the aim is to analyze systemic structures that prevent or 
advocate for OT’s to work in this emerging field within occupational therapy. 
Through interviews I plan to delve deeper into dissecting differing perspectives on 
perceived supports/ barriers on a micro and macro level. The research question that 
will be guiding my interviews will be 1) what are the general barriers/ strategies for 
OT’s who work with refugee populations to work with this population? And 2) what 
is preventing/ advocating for OT’s from working with this population? What are the 
current limitations within OT? 
2. Benefits of the Study 
Please include potential benefits of research for: 
• The researcher will gain access to learning about different perspectives of 
working with resettled refugees.   
• You will have the opportunity for your thoughts and perceptions to be portrayed. 
• Ultimately, there you will be adding knowledge to the scientific community on 
perceived barriers and supports of working in resettlement.  
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3. What You Will Be Asked to Do 
• Participate in two interviews: one 1-hour long interview, one 30-minute follow-up 
interview.  
• Criteria that exclude participation in the interview may practicing in a country that 
is not the United States, not having experience of at least one year working with 
resettled persons of refugee background, not speaking English to participate in the 
interview, not able to access phone, meet in person, or computer to participate in 
verbal interview.  These factors could be identified by personal identification. 
• Upon completion of the study and after the second interview, you will receive an 
Amazon gift card for your compensation. The gift card will be sent to you 
electronically.   
4. Withdrawal from the Study 
• The interviewer will ask me questions. If, I feel uncomfortable in any way during 
the interview session, I have the right to decline to answer any question or to end 
the interview. I understand I may withdraw and discontinue participation at any 
time without penalty. If I decline to participate or withdraw from the study, I will 
not be penalized. 
• The gift cards (listed as compensation for the study) will only be received upon 
completion of the study signified through completing both interviewers. If I 
decide to withdraw from the study, before completion of the study, there will be 
no compensation.  
5. Risks 
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• Due to the nature of an interview, some questions may cause discomfort to 
answer. If you feel uncomfortable answering you may decline to answer questions 
at any time. You also have the right to end an interview at any time. Information 
for individuals needing additional support who have experienced emotional 
discomfort please contact the NAMI hotline at 1(800)950-NAMI. You may also 
choose to seek counsel from your own physicians, therapists, etc. if needed.    
6. How the Data will be Maintained in Confidence OR Anonymity of Research 
When conducting the interviews, the interviewer will audio-record the interview on 
their phone. The phone will be password protected to ensure that the file is safe. 
Within 24 hours after the interview, the interviewer will transfer the file on the phone 
to a password protected computer and delete the original recording on the phone. 
When transcribing the data, the interviewer will use a reference number as the file 
name instead of your name when sending it out to the transcription service. Once the 
transcription document is sent back, the PI will comb through the document and 
delete all identifiable names, place of work, city name, and other details that can trace 
the subject. The PI may keep a Master list to store information to allow differentiation 
of subjects. That document will be on a password protected computer and the 
document itself will also be password protected. Virtual versions of the consent forms 
will be kept on a password protected computer for 3 years upon completion of the 
study.  
7. Use of information beyond this study 
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1) Identifying information may be removed and this de-identified information used 
for future research without additional informed consent from the participant.  
8. Compensation for Injury 
If you suffer an injury that requires any treatment or hospitalization as a direct result 
of this study, the cost for such care will be charged to you.  If you have insurance, 
you may bill your insurance company.  You will be responsible to pay all costs not 
covered by your insurance.  Ithaca College will not pay for any care, lost wages, or 
provide other financial compensation. 
9. If You Would Like More Information about the Study 
Hana Motoki  
Ithaca, NY 14850 
hmotoki@ithaca.edu 
(201)625-5851 
Sue-Je Lee Gage 
953 Danby Road 
Ithaca, NY 14850  
sgage@ithaca.edu  
Melinda Cozzolino 
953 Danby Road 
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Ithaca College IRB 
Peggy Ryan Williams Center 
953 Danby Road 
Ithaca, NY 14850 
irb@ithaca.edu 
(607) 274-3113 
I have read the above and I understand its contents.  I agree to participate in the study.  I 
acknowledge that I am 18 years of age or older.  
_____________________________________________________ 
Print or Type Name 
____________________________ ____________________ 
Signature  Date 
 
I give my permission to be audiotaped.   
_____________________________ ____________________ 
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Appendix C: Interview Questions 
General Information:  
• State your full name, and please state yes or no regarding okay to record 
• What was your entry level degree? Bachelors or Master’s? 
• What is highest educational degree?  
o What did you study in your _______? 
o What did you focus on during your doctorate studies? 
• How many years of practice have you been practicing as an occupational 
therapist? 
• What setting do you currently work in? What setting have you worked in where 
you have encountered working with refugees (if different)? What is your role 
within that current organization? 
• What is your definition of a ‘resettled refugee’? 
What is your perceived scope of OT practice within resettlement efforts? 
• Why do you believe or not believe OT has a role in integrating refugees into 
American society? 
• Does OT have a role in aiding in resettlement effort/ lessening the transition 
burden? If so how?  
What motivates you to work with/ research this population?  
Types of work you do regarding resettlement: 
• What types of interventions have you done with clients whom are refugees? 
o And/ or research surrounding this topic? 
• What guides your practice? (i.e. frame of reference, theory, educational materials) 
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• What occupations have you worked on with these clients?  
• What are some things that worked well? What were some things you needed to 
creatively change the process? 
• How do you get to know your clients? Techniques used? 
• How do you measure what is effective? (quality) 
• Any non- traditional ADL/ IADL, roles/routines/ habits, you focused on in 
sessions? 
• How do you address cultural differences and culturally meaningful occupations 
within sessions? 
Do you feel that there is enough literature to support practice in working with refugee 
populations?  
o Occupational therapy literature? 
o Have you been able to find other discipline’s literature to help you as an 
OT to work with this population? 
o In the United States? 
What are perceived barriers and supports when working with the refugee population?  
o What supports your ability to work with resettled refugee? (i.e. online 
resources, continued education, college classes/ materials, experience). 
Please provide examples.  
o When you were just starting to work with this topic, where did you find 
the most helpful information? How did you come to learn about these 
resources? 
What barriers have you experienced to working with this population? 
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 In navigating the American health care system. 
 In finding resources.  
 Limitations within the scope of occupational therapy? 
 How is your work funded? Reimbursement?  
• Are there any barriers to reimbursement working with this 
population? What billing methods do you use (Medicare/ 
Medicaid/ Refugee Medical assistance)? 
Did you/ do you feel prepared to work with this populations in regard to your education?  
 Looking back to when you finished your college days did you feel 
like your entry level was enough to supplement   
 What curriculum from school have you applied to working with 
this population? 
 Did you need to do some additional education? Where did you go 
for this? 
• Have you pursued any formal education classes?  
Do you feel that there are systems in place to facilitate working with resettlement? If so, 
what are they? How did you learn about them? Do you believe that this system is easily 
accessible? 
Do you feel that there are systems in place to hinder working with resettlement? If so, 
what are they? What makes them so difficult to access? What about this is a barrier? Are 
there any ways around this barrier? 
• What recommendations would you make for OT programs/ discipline to better 
support resettlement and OT’s currently working with the resettlement population 
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o Do you feel like there is enough emphasis on resettlement programs 
within OT education? In entry level programs? In continuing education 
courses? In OTD [if applicable]? If so, why? If not, what do you suggest 
and why? 
• What advice would you give to occupational therapists wanting to work within 
resettlement?  
• Where would you like OT to be in regard to working with this population? Where 
could you envision OT’s role to be in the future? 
• What have you learned about yourself and the scope of OT from working with 
this population? 
o Personally and professionally (insight) 
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Appendix D: Recruitment Letter or Email 
Dear [insert name],  
My name is Hana Motoki and I am a Graduate Student from the Occupational Therapy 
Department at Ithaca College. I am writing to invite you to participate in my research 
study about the perceived supports and barriers of occupational therapy practitioners 
when treating the resettled refugee population. Inclusion criteria for this study includes 
being a registered/ practicing OT of 3+ years, having experiences of working with 
refugees for at least 1-5 years, must be working within the American Health care system, 
and must be able to participate in a verbal interview in English via electronic mediums or 
face to face. I obtained your contact information from [describe source] and they have 
informed me that you may be eligible for participation.   
If you decide to participate in this study, you will be asked to participate in a verbal 
interview with the total time commitment being 1.5 hours (one 1-hour interview, and one 
half-hour follow up interview).  I will audio record your interview and transcribe them 
using TEMI, an outsourced transcription service. Then, the information will be used to 
analyze the data. For your participation, you will receive an Amazon gift card upon 
completion of both interviews funded by the Occupational Therapy Department of Ithaca 
College.  
Remember, this is completely voluntary, and you can choose to be in the study or not. If 
you'd like to participate or have any questions about the study, please email or contact me 
at hmotoki@ithaca.edu.   
Thank you very much.  
Sincerely,  
Hana Motoki 
Occupational Therapy Graduate Student  
Ithaca College 
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Appendix E: The Lived Experience Model 
 
 
 
